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ABSTBibCT ' ' 

Articles in this aono graph exaaxne Jcey issues- in 

coabined/ drug and alcohol use. The first Chapter discusses clinical 

and research evidence about the physical and psychological effects of 

various drug and alcohol coabinations. Chapter Two presents findings 

about usage patterns of alcohol and drugs. The iapact of alcohol use 

in a treataent setting is explored in the thir€ chapter; alcohol 

probleas in a aethadone aaintenance prograa are discussed, including 

recognition and diagnosis and the developaent of alternative ^ 

treataent protocols. Chapter Pour provides an in-depth exaaination of 

the sedative-alcohol abuser. The relationships between different ^ 

facets of criae and patterns of substance abus^ are exaained in 

Chapter Five. The sixth chapter reports on a follovup saaple of 1,U09 

clients of a drug abuse treataent prograa and examines alcohol use 

and its relationship to illicit drug use and treataent before, 

during, and after treataent. The final chapter exaaines the coamon 

eleaents underlying heroin/alcohol aljuse. Deaographic and 

psychosocial variables of substance abusers are explored, along with 

the sequential use of alcohol and heroin. (Author/NBB) 
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INTRODUCTJON 



There has been considerable concefn expressed 
in recent years regarding problems caused by the 
combined use of drugs and alcohol. Clinical reports 
have described numerous problems in treating dual 
addictions; reseai'ch studies have surfaced evidence 
that combined drug and alcohol use is of concern in 
nontreatment populations. 

Clinicians have come to be concerned aboijt the 
combinations of substances clients may be taking 
and recognize the need to alert the client to dangers ' 
and precautions. Increasingly there is the sugges- 
tion that the resolution of one drug problem may 
surface the exigence or development of a different 
substance abuse problem. ' . - 

Clinicians and administrators in drug abuse pro- 
grams must also weigh the alternatives of treating 
alcohol problems within their own programs or 
referring clients to alcohol programs. Each alterna- 
tive has its advantages and disadvantages, as for 
example, the agency's desire to treat the "whole** 
client compared to ^he advantages offered in a 
specialized rfeferral. , 

In addition to clinical issues, there are also man- 
agenient questions involved at Federal, State, and 
iocal levels. At present, treatment dollars for drug 
abuse and alcohol abuse are channeled through two 
Federal agencies, the National Institute on Drug 
Abuse (NIDA) and the National Institute on Alco- 
hol Abuse and Alcoholism (NIAAA), with varying 
guidelines and different reporting systems— the 
Client Oriented Data Acquisition Process (CODAP)^ 
and the National Alcoholism Program Information 
System (liJAPIS;.^ At the State and local levels, 
there are different types of organizational struc- 
tures responsible for the administration of drug and 
alcohol programs. Approximately S(0 States now 
^ have "combined** drug/alcohol Single ^tate Agen- 
^ cies administering their drug and ^cohoj programs. 



hh9 Clitnt Oriented Data Acquisition Process (CODAP) is a required reporting 
procew for all drug abuse trtatment uniU receiving Federal funds Tor the provision 
of dr\igabu»e treatment aervices " " ^ 

*Xht National AlcohoHim Program Information System (NAPIS) is a reporting 
system for ell treatment programs receiving NIAAA funding. " 



Within the designation of a "combined agency/' 
there are various organizational possibilities — froni 
completely separate units monitoring drugs and 
alcohol, to an integrated approach where the par- 
ticular substance involved has minimal effect upon 
monitoring. 

From a research perspective there has been 
considerable evidence presented to documenj the 
extensiveness of combined drug and alcohol con- 
sumption. 

. pO'Donnell et al. (1976) in a study of the nonmedical 
uset of psychoactive drugs in yoUngmen ages 20 to 30 
in = 2,510), reported multiple drug use tohe high with 
varying numbers of those using alcohol having used 
other drugs (marijuana, 57 percent; psychedelics, 23 
.percent; stimulants, 29 percent; sedatives, 17 {percent; 
heroin, -6 percent; opiates, 20 percent; cocaine, 14 
percent). In a review of literature from 1925 to 1972, 
Fr^ed ( 1973) concluded that approximately 20 percent 
of alcoholics use at least one additional drug th at could 
produce dependence. 

Chambers et al. (1975) in a survey of approxi- 
mately 30,000 respondents, reported approximately 
10 percent of regular prescription^drug users were 
considered heavy drinkers (based on Cahalan's 1964 
criteria oi amount cow^nraeA Jreqxiency of dHnking 
•and regularity of 'drinking). 

Varying percentages of combined drug/alcohol 
usage have been reported in studies of treatment 
populations, ' 

Tuckfeld et al. (1975), in an NIAAA-funded study 
with fehe' Research Triangle. Institute, collected 
^datafrom service deliverers in alcohol,*drug, and 
related programs in four selected sites in the United 
States. The analysis indicated that 30, to 60 percent 
. of all clients seen by alcoholism treatment facilities 
were using drug? in addition to alcohol at the time 
of admission (according to the clinicians interviewed), 
and 15 to 30 percent of these alcoholics were 
thought to be "fusing" drugs (abuse being defined 
as the nonmedical use of prescription drugs and/or 
ffie" use of illicit drugs). 

Statistics obtained in Nfi),A's recently completed 
Pdlydrug Research and Demonstration Project show 
that 22.5'percent of the clients who entered the 
various polydrug programs reported alcohol as the 
. secondary drug of abuse (Wesson et al. ^78). 
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The Drug Abuse Warni-.ig Netw ork (ll)AWN), 
w^iich is jointly sponsored by the Drug Enforce- 
ment Administration (Department of Justice) and 
NIDAoverthelast4years(l&74-1977), consistently 
showed alcohol in combination with other drugs to 
be the second leading drug problem associated with 
visits to emergency rooms, crisis centers, and med- 
ical examiners in the 24 SMSAs taking part in the 
nationwi(k study (DEA and NIDA 1978). 

The Nalional Drug/ Alcohol Collaborative Project 
(NDACP) conducted in 1974-77 was a jointly funded 
(NID.A/NIAAA) project designed to provide ser- 
vices to a mixed substance abuse (drugs arid alco- 
hol) population. In the past, drug and alcohol pro- 
grams funded by the Federal Goveniment were 
segregated, with the emphasis on treating^ either 
drug abusers or alcoholics. Ten demonstration treat- 
ment programs were funded in various geographic 
locations with one objective* being to gather com- 
prehensive evidence of lifetime as well as recent 
(last 3 months) use of 17 substances including 
coffee, tea, tobacco, and alcohol. Another objective 
was to test and develop effective treatment models, 
methods, and techniques for mixed substance abus- 
ers. The final sample consisted of 1,544 clients. The 
sample, while not designed to be representative, 
was drawn from programs having considerable 
geographic diversity (4 Northeast, 1 South, 3 South- 
east, 1 Midwest, 1 West), was made up. of 78 
percent male, 22 percent female subjects, and was 
64 pei-cent* white, 32 percent black, and 4 percent 
other ethnic groups. Clients; ages for each of the 10 
programs ranged from an average of 13 to 40 years. 

A fuller description of the NDACP treatment 
population is in a report entitled The National Drug/ 
Alcohol Collaborative Project: Issues in Multiple 
Substance Almse, Gardner, S. E., ed., DHEWPub. 
No. (ADM)80-957. Washington, D.C.: Supt. of 
Docs., U.S. Govt. Print. Off., 1980. 



PURPOSE OF THIS VOLUME 



Based on the significant clinical issues raised, the 
decision was made to surface and examine key 
issues in combined drug and alcohol use. It was 
thought that such an.effort would offer opportunities 
for program administrators, clinicians, and re- 
searchers to be made more largely aware of 
theoretical and clinical issues as well as recent 



studies that address treatment and administrative 
concerns. This volume resulted from the effort to 
meet that need. Selection of the varjous issues to be 
covered was premised upon both the intent to be 
practical to the reader as welfas to approach the 
investigation of drug/alcohol abusj& in a comprehen- 
sive way. It was determined that existing data ' 
bases that included drug and alcohol data should be 
utilized as much as possible. Consequently, emphasis 
was placed on the NDACP data base described 
above. 



ORGANIZATION OF THE BOOK 



The first chapter, entitled "The Effects of Com- 
bined Alcohol/Drug Abuse on Human Behavior" by 
Sidney Cohen, combined clinical and research evi- 
dence to give an understanding of the physical and 
psychological effects of different drug and .alcohol 
combinations. This chapter provides the reader 
with some understanding of physical and psycholog- 
ical outcomes likely to result due to various combi- 
nations of subst^inces. 

Chapter 2, **Current Patterns of Psychoactive 
Drug Use: Some Epidemiologic Observations" by 
Harvey Siegal, provides the reader with findings 
regarding various use patterns of alcohol and drugs. 
The author has assembled studies on general popu- • 
lotion and treatment populations regarding use of 
licit and illicit substances, with the intent of provid- 
ing the reader with some perspective surrounding 
the nature and extent of alcohol/dinig use patterns. 
Dr. Siegal's effort is one of assembling existing 
research rather than collecting new epidemiological 
information. 

The impact of alcohol use in a treatment setting is 
explored by Barry Stimmel in chapter 3, "Metha- 
done Maintenance and Alcohol Use," In this chap- 
ter. Dr. Stimmel defines the problems of alcohol 
and heroin use both statistically and in terms of 
treatment procedures within methadone mainte- 
nance programs. Medical evidence of dysfunction 
, among drinking narcotic addicts and persons on 
methadone maintenance is presented. Various as- 
pects of dfealing with an alcohol problem in a metHr * 
done program are discussed, including recognition 
and diagnosis of the problem, as well as the devel- 
opment of alternative treatment protocols covering 
both abstinence and controlled drinking. 
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In chapter 4, ^^The Role and Significance of 
Alcohol and Sedative Use in the Multisubstance 
Abuser; An Investigation of Two Patient Samples/* 
Lewis Judd and his associates provide an in-depth . 
examination of the sedative-alcohol abuser. Dr. / 
Judd examines a series of demographic and psycho- 

- social variables to determine whether joint use of 
sedatives and alcohol is associated with different 
behavior and characteristics than is seen with users 
of the syibstances individually, and whether special 
treatment pr9tocols would be indicated for the 
multiple drug user. 

Different facets of crime as related to patterns of 
substance abuse are examined in chapter 5, *'Crime 
and Alternative Patterns of Substance Abuse'* by 
James Inciardi. Dr. Inciardi looks,at criminal activ- 
ity in relation to substance use in a variety of 
settings. Emergency room sites, the NDACP pro- , 
gram .sites, and a series of field studies are includ- 
ed. In this last setting, the author presents findings 
of interviews with samples of varying antisocial 
groups— professional thieves, streefheroin addicts, 
and members of a motorcycle- pack. 

Chapter 6, "Alcohol and Illicit Drug Abuse" by 
D. Dwayne Simpson and Michael R. Lloyd, was' 

^ derived from a portion of the National FoUowup 



Study of Admissions to Drug Abuse Treatment in 
the DARPduring 1969-71. The DARP( Drug Abuse 
Reporting Program) consisted of analyses of treat- 
ment outcome for large numbers of admissions from 
a series of participating 'drug programs. This chap- 
ter provides an examination of a foUowup sample of 
1,409 clients from a total population (DARP„ cohort 
1) of 11,303 admlsgions, and focuses on alcohol use 
and its relationship to illicit drug use and treatment 
. at time intervals before, during, and after treat- • 
ment. There is also an examination of alcohol con- 
sumption by clients admitted to different treatment 
modalities. 

Chapter 7 is entitled "Characteristics of Com- 
bined Opiate and Alcohol Abusers" by C^rl D.; 
Chambers. In an attempt to better understand 
common' elements underlying heroin/alcohol ^buse. 
Dr. Chambers examines a series of demographic 
and psychosocial variables in three different groups: 
•a diverse sample of substance abusers interviewed 
immediately prior to entering treatme'nt, a group of 
active heroin addicts not in treatment, and a group 
of clients interviewed while undei-goihg treatment. 
The sequential use of alcohol and heVoin is exam- 
ined, as well as substitution pat'terns and percep- 
tions bf physical and psychological dependence. 



Stephen E. Gardner, D.S.W. 
National Institute on Drug Abuse 
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Chapter 1 

The Effects of Combined Alcohol/Drug Abuse on 
Human Behavior 

Sidney Cohen, M.D, 
Department of Psychiatry 
University of California, Los Angeles 



INTRODUCTION 



In a study of Ihe effects of a single drug upon^ 
behavior, the implications are manifold. Dosage 
levels, modes of a(winistration, baseline states, the 
expectations of the subjects and. of the investiga- 
tors, the environments^ in iwhich the drug is 
taken— all these variables and others as well make 
human psychochemical studies difficult and com- 
plex. When two or more drugs are used together or 
in sequence, the problems become magnified. Add 
to this 'analysis the vagaries of street drugs with 
their contaminants, adulterants, diluents and hap- 
hazard quality and quantity control, and the situa- 
tion abnost defies scientific scrutiny. Nevertheless, 
since polydrug use is nota,bly prevalent, and shows 
np'signs of becoming less so (O'Donnell et al. 1976), 
an effort- must be made to estimate, the nature of 
multiple dnig abuse. 

Of alf polydrug patterns, those involving alcohol 
are the most frequently encountered and, perhaps, 
the most dangerous. The days when substance 
abusers were categorically labelled— as alcoholic,, 
cokehead, hophead, pothead, and pillhead— seem to 
be rapidly disappearing. Instead, we are seeing 
people overinvolved with a primary substance of 
choice, but also using a variety of others depending 
on availability, price, social situation, peer group 
usage and the latest wisdom from the so-called^ 
underground press. 

This chapter will review the available literature 



on alcohol and other dnig interactions in humans. It 
will then attempt to provide information on the 
psychophysiologic effects of specific combinations. 
Finally, the impact of multiple drug use on certain 
behaviors will be described, insofar as such effects 
are recorded in the literature. 

The chapter will not. include Si discussion of 
methadone/alcohol combinations. Although the 
behavioral effects of methadone and alcohol are 
similar to those of alcohol and other opiates, the 
particular importance of alcohol to methadone main- 
tenance treatment programs requires special atten- 
tion to thi^ combination. 

Only selected sedative/alcohol relationships will 
be treated here since that subject requires a 
separate emphasis also. 

A small number of definitions are provided below 
to assure a uniform understanding of the material 
that follows: 

Tolerance is the need to increase the dose of 
certain regularly used drugs over time in order to 
achieve the same effects desired originally. Narcot- 
ics, sedatives, minor tranquilizers, alcohol, and 
amphetamines produce tolerance. 

Cross tolerance. After tolerance to a drug has 
developed, tolerance to others in the same class or 
in related classes will be present. When someone is 
tolerant to a barbiturate, for example, s/he will be 
tolerant .to other barbiturates, other sedatives, 
alcohol, and the minor tranquilizers. 

Physical dependence (addiction). After tolerance 
has developed, the abrupt withdrawal of the drug 
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will cause a pattern uf symptoms called the w^^h- 
drawal or abstinence syndrome. Tolerance, the 
withdrawal syndrome, and the desire or need to 
continue using the dnjg represent physical depend 
ence. a 

Sy7i€rgism. When twu drugs act similarly they 
are synergistic. 

Aiitagoiiisyn. When two drugs have opposing 
effects, they are antagonists. 

Additive. When two drugs acting similarly are 
used together and the result is a simple summation 
*of effect, they are considered to be additive. 

Siipra'additive ( potentiation). When the effect of 
two synergistic dnigs is greater than the sum of' 
their doses, they are supra-additive. 

Alcohol (ethanol) is a general anesthetic. Like 
other anesthetics, this drug manifests an initial 
period uf depression uf the inhibitory control mech- 
anisms that is experienced as behavioral stimula- 
tion. 

Certain reasons for multiple drug ingestions exist. 
The most obvious one is to enhance the effects of 
the basic inind-altering substance used. Alcohol is a 
central nervous system (CNS)' depressant. Using 
other classes of depressants (narcotics, sedatives, 
minor tranquilizers, or volatile solvents) along with 
alcohol will, at a minimum, add to the depressant 
action. In certain instances the related drugs are 
supra-additive when used in combination with alco- 
hol. These potentiating actions will be discussed 
further under the specific combina^ons of the de- 
pressant drugs with alcohol. 

Another reason uh> more than one agent ma> be 
used ib to counteract certain undesired effects of 
the basic psychochemical. Amphetamines make some 
users too tense and jitter> O'ired up"), though 
euphoric. In such cases, alcohol is able to take the 
edge off of the tension state. 

At timcb, combinations of drugb are used when 
the preferred agent is not ^t hand, is of poor 
quality, or ib too expensive. During a heroin "panic," 
codeine cough syrup, propoxyphene (Darvon), al- 
cohol, and marijuana — alone or in^combinatiun — may 
be substituted. 

Finally, there is multiple drug use for its own 
bake, without particular concern about the nicetieij 
of what the potpourri of chemicals will do. There is 
still an occasional person who will take anything 
and everything that is available. This mindless 
ingestion of a bewildering array of pij>chotropic 
drugs has been called "the garbage head syndrome." 

There are essentially two trends that combining 
pbychupharmaceuticalij can follow. (1) that of m 
creasing central nervous system excitation or (2) 



ERIC 



that of increasing central nervous system depres- 
sion. Alcohol, when combined with other depres- 
sants, can only increase sedation by an additive or 
potentiating action. WTien alcohol is combined with 
stimulants, the net effect might be to dampen or 
antagonize some of the undesired action^ of the 
stimulant. 



INTERACTIONS 



The psychopharmacologic interaction^ of alcohol 
with other drugs are manifold. Three of the major 
levels of interplay that account for tolerance and 
cross tolerance are given below. 

1. The presence of the drugs increases the 
amount of metabolizing enzymes responsible 
for their breakdown. 

2. The response of the receptor cell— the neu- 
ron, for example — becomes more resilient to 
the action of the drugs by continued expo- 
sure. 

3. The organism attempts to adapt to the pres- 
ence of the mind-altering chemical by in- 
creasing its self-surveillance and monitoring 
functioris. 

These adaptive efforts at subcellular, cellular, 
and psychological levels result in^ decreased effect 
of the drugs at their original dosage lev eU. If effects 
equivalent to the initial action of the drugij are 
desired, they can only be accomplished by coUijum- 
ing increased amounts of the Agents. 

Since the increased enzyme formation and the 
cellular and organismic adaptive efforts are often 
similar for other drugs in the same or related 
cidsseb, crotjb tolerance developij along with toler 
ance. It should be emphasized that fur tolerance 
and cross tolerance to occur, the drug or drugs 
must be consumed daily— usually a number of times 
a day for weeks or months. 

Croijij tolerance iij important in under^jtanding 
the combined, chronic u^e of alcohol and related 
drugs. It meanij that a chronic alcoholic wholij not 
actively drinking will be relatively r^ii>tant to an 
anesthetic agent, a sleeping potion, or a tranquil 
izer. On the other hand, when that person is 
actively drinking, the other deprtijijant drugi> will 
be additive or even supra additive ijo that leiji> than 
lethal amountij of each of the drugb can cause death 

10 
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by their total impact. This acute effect occurs 
because the amount of enzyme available to degrade 
all of the related drugs is insufficient to deal with 
large amounts of both, and their combined toxic 
effects can be lethal. This occurs despite the fact 
that larger than baseline amounts of the metabo- 
lism enzyme have been induced by prior exposure 
to these drugs. 

Cross tolerance also has a therapeutic implica- 
tion. It means that, in detoxifving an alcohol or 
barbiturate addict, any sedative] minor tranquiliz- 
er, or even alcohol could be us6d for the gradual 
elimination of these depressant drugs. Alcohol- and 
sedative-dependent people have learned that when 
their preferred drug happens to be in short supply, 
one of the other depressant drugs will avoid the 
depressant withdrawal syndron^e (the delirium 
tremens) that can develop when a person who has 
become tolerant to these substances suddenly stops 
their use. This procedure also applies to the use of 
methadone to maintain herpin-dependent persons. 
This is called cross dependence— the ability of 
drugs of the same or related classes to suppress the 
abstinence syndrome. Since a narcotic like heroin is 
only distantly related to the sedative/minor tran- 
quilizer/anesthetic group, herom addicts prefer to 
search out codeine, cough .syrup, methadone, or 
some other narcotic when heroin becomes unavailable. 
These users will, nevertheless, take alcohol or 
sleeping pills to partially reduce the severity of 
their withdrawal symptoms. 

The following hst mentions additional possible 
hazards of multiple drug use (Gross et al. 1973): 

• The addition or potentiation of depressant ef- 
fects on the respiratory and cardiac regulatory 
centers in the brain may cause overdose and 
death; 

• When all drugs are simultaneously discon- 
tinued, multiple withdrawal .syndromes may 
emerge; 

• Alcohol combined with intravenously injected 
drugs may create increased organ pathology, 
particularly of the liver; 

• Increased perceptual and cognitive dysfunction 
may occur; 

• There is an increased likelihood of behavioral 
prjoblems; 

• As indicated by clinical experience, polydrug 
abuse tends to be more refractory to treatment 
than monodrug abuse. 

The amount of brain dysfunction among polydrug- 
using individuals is a matter of some concern. In a 
collaborative study of five psychiatric centers. Grant 



et al. (1977) examined 151 polydrug users, 66 
psychiatric patients, and 59 nonpatient subjects. 
The Halstead-Reitan Neuropsychological Test Bat- 
tery, the MMPI, the WAIS, and an extensive drdg 
use/medical history were obtained. Acute intoxica- 
tion was ruled out by clinical observation and a 
urine drug screen. The results indicated that 37 
percent of the polydrug gi'oup, 26 percent of the 
psychiatric patients, and 8 percent of the nonpatierit 
controls were neuropsychologically impaired. On 
reexamination 3 months later, with diminished 
drug/alcohol usage, a quarter of the poly^g user^ 
had improved their Halstead-Reitan ^^res, indi- 
cating that a certain degree of rev^sibility of the 
mental deficits can occur in some instances. 

Alcohol, the barbiturates, and certain other abused 
substances interfere with the therapeutic activity 
of many other classes of drugs. These interactions 
will not be considered here except to say that 
people on anticonvulsant^^ntibiotics, antidiabetic 
compounds, or anticoagmnts should not drink or 
use barbiturates without their doctor's approval. 
The very popular combination of alcohol and aspirin 
is capable of causing gastric bleeding because both 
are irritating to the stomach lining, and aspirin 
interferes with clotting. The use of large amounts 
of alcohol together with acetaminophin (Tylenol) 
has been recently found to be hepatoxic. There are 
also drugs such as disulfiram (Antabuse), metro- 
nidazole (Flagyl), and certain agents used for the 
treatment of diabetes that so interfere with the 
metabolism of alcohol that they induce an uncom- 
fortable reaction— consisting of a severe flush, chest 
pain, a drop in blood pressure, and other symp- 
toms. The alcohol-Antabuse reaction is used as a 
deterrent therapy for certain patients with alcohol 
problems. 



BIOBEHAVIORAL EFFECTS OF 
ALCOHOL/DRUG COMBINATIONS 



Alcohol/Narcotic Combinations 

Although ethanoi and opiateb do not potentiate 
each other, the combination of alcohol and heroin is 
a frequent cause of death (Eerola and Alha 1963); 
they do have an additive effect. Moller (1953) 
reported that a blood alcohol concentration (BAG) 



DRUC; AND ALCOHOL SBUSE 



of 0»lb to 0.2 percent ulefinitel> intuxicateti) plu^ a> 
little as 15 to 30 mg of morphine iai) aserage (io.se) 
was fatal to nontolerant iniii\iiiualb. Similarly, pa- 
tients on methatione maintenance who become bee- 
^ndanly addicted to alcohol ha\ e a niortalit> rate 10 
times that of maintenance patients not o\ enn\ pl\ ed 
with alcohol (Roizen 1969). Baden (1972) btated that 
combined narcotism and alcoholibm \\a> the cau>e 
of death for 10 percent of Manhattan heroin addict > 
who died between 1950 and 'l9Gl, more than 20 
percent of these heroin addicts were found to ha\e 
histories of autopsy findings of chronic alcoholism. 

Another New York autopsy report (Haberman 
and Baden 1974) reported that 30 percent of sub- 
^ jects assessed as opiate addicts w ere also alcoholic^ 
and that 16 percent of the assessed alcohplics were 
also opiate addicts. The doubly addicted indi\ i(lual^ 
resembled those addicted only to alcohol in that 
>j they had more hospitalizations for illness during^ 
«he year before their demise. Demogi*aphicall\ , ai^o 
as victims of homicide, they were similar lo tho?^ 
addicted to narcotics only. 

Doubly addicted persons are particularl\ vulner- 
able to liver disease; they sustain the toxic effect> 
of alcohol on the liver that progresses from fatt\ 
infiltration to alcoholic hepatitis and finally to cir- 
rhosis. Overlaid upon this damage is the \iral 
• hepatitis that is introduced through unhterile injec- 
tions. The debilitating nutritional deficiencie.s com- 
mon to the addicted add to the hepatic insufficien- 
cy. The reasons for the nutritional deficits can be 
summarized as follows: (1) poor intake of essential 
nutrients because of anorexia, vomiting, and the 
spending of available fund^ on alcoholic beverages. * 
(2) poor assimilation of essential nutrients due to 
inflammatory changes in the gastrointestinal tract 
and diarrhea; (3) increased utilization of certain 
Vitamins in the metabolism of alcohol, and (4) 
increased loss of iron from hemorrhage. 

Little has been written on the abuse of alcohol 
among patients on narcotic antagonists. Now that 
long-acting narcotic antagonists are being used on a 
wider scale, it might be predicted that those uhose 
lenjoyment of opiates has been blocked will turn to 
drink, and this may become a majur problem when 
treatment employs naltrexone oY other antagonists. 

Experimental studies of human beha\ ior utilizing 
narcotics aside from methadone and alcohol have 
not been found. This is understandable in \ iew of 
ethical restrictions ou administering the potentiallv 
^ dangerous combination of opiates plus alcohol to 
those who have never been addicted or to ex- 
f addicts. 

V Propoxyphene (Darvon)'is a commonly use^ an- 
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algesic with properties reminiscent of narcotics. In 
fact, its chemical stinjTture resembles methadone. 
It has been known to be abused alone and in 
conjunction with alcohol. An a\trage dose, 65 mg, 
wa> gi\en to normal subjects along with a modest 
amount of alcohol (to effect.a BAC of 0.05 percent) 
^long with matching placebos (Kiplinger et al 
1974). Each diiig alone produced flight impairment 
on pursuit meter performance, standing stability, 
and \erbttl tests. The combination resulted in an 
addicti\e effect that moderatel\ impaired the sub 
jects' test results. 



Alcohol/Sedative Combinations 

Combinations of alcohol and barbiturates are 
supra-add^li\ e because both chemicals compete for 
similar en^-yme s\ stems in order to complete their 
metabolic degi*adation. Milner (1970) and Guptka 
and Kaford (19GG) reported that a BAC of 0.1 
percent (the commonly accepted level of evidence of 
intoxication) und a blood barbiturate reading of 0.5 
percent (a third as high as the lethal level) had been 
fatal. Death occurs in such cases because barbitu- 
rate metabolism is inhibited and the presence of the 
sedative in the organism is prolonged, producing 
Coma and respirator\ arrest at doses of each drug 
that ordinarily would not be fatal. This potentiation 
of alcohol and barbiturates holds only for the 
iiuntolerant person or for the chronic user of alcohol 
who is acti\ely drinking. When an alcoholic stops 
drinking, the liver enzymes become available for 
barbiturate breakdown. In fact, because o^ long- 
term drinking, enzyme induction will have been 
stimulated, and barbiturates and ceilain other drugs 
are metabolized e\ en more rapidl> than usual; thus, 
a relative resistance to these drugs will occur. This 
phenomenon accounts for the difficulties in anes- 
thetizing or .sedating alcoholics who have recently 
stopped drinking w hen entering a hospital for sur 
gery or detoxification from alcohol. 

When the li\er has been so extensively damaged 
from prolonged exces.^ixe drinking that it is unable 
to manufacture the metabolizing enzymes, alcohol 
and other abused substances are degraded in 
jfficiently, and e\en small ann mnts recirculate and 
may' cause severe intoxication. ^ 

Otiier depressant drugs that are potentiated by 
aii^^ohol include paral(Teh>de. chloral hydrate, ether, 
and chloroform. One lifg/hreatening combination is 
that of alcohol witii carbon tetrachloride, a volatile 
solvent that was used until recently as a dry- 
cleaner. Alcohol increases the solubility of carbon 
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tetrachloride, which is highly toxic to the liver and 
kidheys* 

Another substance requires special mention., 

• Methaqualone (Quaalude) in combination with alco- 
hol has beep described by Inaba et al. (1973) as 
occasionally producing stupor, coma, and respiratory 
depression. This reaction to the combination was 
known by its abusers as "luding out"— i.e., passing 
out. Although similar effects have been known with 
chloral-alcohol combinptions (these are the reputed 
"knockout' drops**), methaqualone-alcohol usage be- 
came increasingly popular until recently when 
methaqualone was placed in a more restrictive legal 
^classification. , ' . / 

Sedatives alcohoj, sharing the same class, 
. have -many pharmacologic properties in common. . 
^Theyboth produce tolerance and' cross tolerance; 
the withdrawal syndrome/ is identical (DTs,'^,the 
delirium^tremens); they compete for similar ^n- 
zym systems in the liver; and they potentiate each 
- other's effects. Many hypnosedative a^ts abu?:;; 
alcohol and vice veirsa, and the various p^^^rns of 
abuse are similar: acute intoxication, binge usage, 
and continuous consumption of large amounts. It • 
would be- difficult to distinguish intoxication with 

• barbiturates from alcohol except for the odor that 
accompanies thejatter. Further, the use. of both 
may be more common than is frequently realized. 
According to Devenyi and Wilson (1971), various 
studies indicate that 22 to 70 percent -of certain 
alcoholic populations abuse barbiturates as shown 
by urin,e analyses/ 

Sedatives and4itfohol are not in^equently taken 
together for suicidal purposes. DAWN IV data 
revealed that of 23,148 mentions of alcohol in 
combination, 52 percent were suicide attempts or 
gestures, 30 percent were vised for the psychic 
effects, 13 percent were consumed to maintain a 
sUte of dependence, and the remj^inder either gave 
no response or the motives were unknown (Na- 
tional Institute on Drug Abuse 1976). 

The combined effect bf hypnosedatives and etha- 
nol markedly worsens mental and motor perform- 
ance. Loomis (1963) defmonstrated this in a driving 
simulator with secobarbital (Seconal), and alcohol. 
Phenobarbital can dramatically decrease reaction 
time in conjunction with alcohol intake. Increased 
drowsiness and impaired motor function may per- 
' sist for as long as 24 hours following the use of the 
combined drugs (Doenicke and Kugler 1965). 

The same deterioration of psychophysiological 
functioning occurs with chloral/ethanol combinations. 
Sellers et al (1972) reported both substantial 
physiologic alterations and prolonged reaction time. 



impaired tracking and vigilance decrements. Glu- 
tethimide (Doriden) and alcohol likewise have been 
shown to impair reaction times and other behavioral 
tasks more than either drug alone (Mould et al, 
1972). 



Alcohol/Minor Tranquilizer Combinations 

A large, number of studies have prpven that 
benzoinszepines like chlordiazepoxide (Librium) and 
diazepam (Valium) do not potentiate alcohol (V otarova 
' and Dyntarova ia70; Vaapatala and Karppanen 
1969; BoNves 1960; and Miller et al 1963). Bernstein 
et al (1967) could not even find an additive effect 
for diazepam and alcohol. There were no adverse 
dn'.g interactions and no tolerance development. In 
fact, the benzodiazepines were considered preferred 
drugs for the, acute treatment of the alcoholic 
patient. More recently, how^ever, it has been found 
that large doses of the benzodiazepines do have an 
additive effect (in contrast to a potentiating effect) 
upon alcohol, and alcoholics given these agents over 
long periods during unsupervised treatment have 
taken them in increasing quantities (HoUister 1977). 
An occasional fatality has been recorded when large 
amounts of these minor tranquilizers have been 
consumed with significant amounts of alcohol. Al- 
though the metabolism of the benzodiazepines is 
not disturbed by alcohol, the additive effect results 
from the CNS depressant activity of both drugs. 
Diazepam blood levels were higher when alcohol 
was consumed with the drug than when diazepam 
was used alone. A similar increase in blood levels 
was not found with a chlordiazepoxide/alcohol com- 
bination (I.irtnoila and Mattila 1973). 

The benzodiazepines are the most widely pre- 
scribed of all drugs; diazepam ranks first on na- 
. tional prescription audits. Bo et al. (1975) compared 
* 74 auto drivers who had been hospitalized following 
accidents with a control group of 204 motorists who 
had not been in an accident. Testing revealed that 
41.8 percent of<those hospitalized retained alcohol 
in their blood, while only 1.5 percent of controls did 
so. Diazepam was in the blood of 9.5 percent of the 
injured drivers, compared with 2.0 percent in the 
control group. Of the accident group, a total of 10.8 
percent had consumed both alcohol and diazepam 
before driving, while none of the control group had 
this combination on testing. This study demon- 
strated that the increased public intake of diazepam 
and its use concurrent with alcohol may significantly 
contribute to traffic accidents. 
When low doses of a benzodiazepine are taken 
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along with a small amount of alcohol, little or no 
impairment of functioning is detectable. It is in the 
higher dosage ranges that behavioral deficits be- 
come obvious. Hughes and Forney (1965) found no 
impairment on a pursuit tracking test or on a 
subjective symptom questionnaire after chlorida- 
zepoxide and alcohol. Nor could Miller et al. (1963) 
or Bowes (1960) detect any change on physiologic 
measures or on a digit symbol task. The adminis- 
tration of 5^mg of diazepam three times daily plus 3 
ounces of 100-proof ,vodka did not impair subject 
performance on simple psychomotor tests (Lawton 
and Cann 1963). 

The m^ority of experimental studies do report 
decrements in various complex behavioral activities 
under combined benzodiazepin^/alcohol use. Palva 
et al. (1976) demonstrated that chlordiazepoxide 
plus alcohol impaired short-term memory and learn- 
ing. Performance deficits in eye control and stand- 
ing steadiness were noted by Goldberg (1963) from 
an alcoholchlordiazepoxide combination. Rurford 
et al. (1975) found that diazepam plus alcohol pro- 
duced a more prolonged reaction time than did 
alcohol alone; their subjel^ts were unaware of their 
impairment. In a driving test, Smil^ et al. (1975) 
recorded a decreased ability of subjects on diazepam 
and alcohol to stop accurately. Subjects' wheel 
movements while under the influence of these 
substances were also different from nonnal wheel 
^handling patterns. Franks et al. (1975) and Molander 
and Duvok^(1976) used an extensive battery of 
sensory, perceptual, and psychomotor tasks and 
detected increased deficits with benzodiazepine, 
alcohol combinations. Only the mood and subjective 
judgment of their test groups* condition was 



unchanged. 



Five to 10 mg of diazepam plus either 0.5 or 0.8 
gram/leg of alcohol, plus appropriate placebos, were 
given to subjects who were tested with a complex 
reaction time test and tracking in a driving simula- 
tor. The subjects provided a rating of their per- 
formance (Linnoila and Mattila 1973). Although the 
single drugs improved scores slightly, the combina- 
tions impaired performance. Moskowitz and Buniij 
(1977) gave their subjects 5 mg of diazepam plus 
enough alcohol to obtain a BAC of 0.07 percent. In 
tests of tracking, visual search, information pro- 
cessing, and eye mi»vement efficiency, the combina- 
tion significantly impaired performance (theije are 
psychomotor activities important in driving or op- 
erating machinery). Tested skills were performed 
legs well under divided attention situations; this 
situation is also characteristic of driving behavior. 
On complex tasks like mirror tracking, time estima- 



tion, sorting, and letter cancellation, the drug com- 
bination resulted in definite impairment (Moreland 
et al. 1974). In assessing these studies, it should be 
remembered that the experimental benzodiazepine 
doses did not approach those ordinarily used by 
abusers of these drugs. Therefore; it would be 
expected that more serious deterioration of per- 
formance ^onld occur among multiple drug abits- 
ers. 

There seems to be littlQ question that mepro- 
bamate/alcoholcombinations worsen an array of 
psychomotor behavioi:s. Among other functions, 
oculomotor control, body steadiness, and fatigue 
(Goldberg 1963); reaction time and tracking (Loomis 
1963); simple arithmetic, visual illusion, and other 
psychophysiologic tests (Zirkle 1960); and iime es- 
timation, attention span, and alertness (Reisby and 
Thielgaard 1968) all showed significant decirements. 
Meprobamate seems to have additive action when 
combined with alcohol as demonstrated with vari- 
ous performance tasks by Zirkle et al. (1960X 
Munkelt et al. (1962), and Goldberg (1970). 



Alcohol/Marijuana Combinations 

Marijuana and its active ingredient, delta-9- 
tetrahydrocannabinol (THC) have a sedative quali- 
ty,' and when u.^ed with alcohol, an additional 
sedative effect is noted. Both alcohol and marijuana 
increase the pulse rate, and summative effects upon 
heart rate have also been found. Whether cross 
tolerance develops has not yet been clearly estab- 
lished. 

The combination of cannabis and alcohol is a 
popular one, with the alcohol ordinarily being con- 
sumed in the form of sweet wines or beer. It is 
believed that some of the combined usf: i.= due to the 
relative lack of potency of the cannabis used in this* 
country; the alcoholic beverage assumes the role of 
booster or enhancer of the effect of the maryuana. 

There is a general agreement that alcohol/maryuana 
combinations produce an additive decrement on 
various behavioral tasks. Chesher et al. (1976) 
indicated that standing steadiness, manual dexteri-_^ 
ty, and psychomotor skills were more impaired 
with the combined, drugs than with either alone. 
Inci eased deficits in monitoring visual signals dur- 
ing a divided attention task were observed by 
Maoavoy and Marks (1975). Moskowitz (1976) also 
demonstrated impaired vigilance, information 
processing, and oculomotor control. An additive 
effect on pursuit tracking patterns, mental arith- 
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metic, and heart rate when cannabis and alcohol 
were combined was found by Manno et al. (1971). 

The mean tracking error score for a complex 
tracking task was higher for the combination of a 
low dose of THC (0.21 mg/kg) ^lus a low dose of 
alcohol (0.03 percent BAG) than for either a high 
dose of TH(C (0.88 mg/kg) or a higher dose of 
alcohol. The combination also caused greater pulse 
rate acceleration and conjunctival injection than 
either drug alone (Hanstein et al. 1976). 



Alcohol/Stimulant Combinations 

Although amphetamines and alcohol are physiologic 
antagonists, only the depressant' effects of alcohol 
are neutralized. When alcohol produces excitabili- 
ty, amphetamines will increase that excitability 
(Weiss and Laties 1964). Seevers (1963) found that 
alcohol-inebriated patients given amphetamines be- 
came overactive and more diffi(?ult to deal with. 

Methylphenidate (Ritalin), an occasionally abused 
stimulant, is also a pharmacologic antagonist to 
alcohoi; in fact, it has been used in the treatment of 
alcoholic coma(Horvath 1963). However, behaviorally 
it can have a synergistic effect by increasing alcohol- 
induced hostility ifftd paranoia. 

In an early study, Bruns (1941) found that am- 
phetamines couhteracted the alcohol-induced im- 
pairment of psychomotor skills. Newman and 
Newman (1956) could not completely confirm this. 
More recent investigations on pursuit tracking (Brown 
et al. 1986), mental performance tasks (Kaplan et 
al. 1966), and overall mental functioning (Hughes et 
al. 1965) also report a lack of improvement when 
amphetamine are added to alcohol; in fact, there 
was a further decrement. Wilson et al. (1966) used a 
complex batter)^ of test situations and found that 
amphetamines did reverse the ethanol deficit on 
some mental performance tests but not on psycho- 
motor skills, indicating that a very complicated 
interaction was taking place. It appears that the 
ability of a stimulant to counteract the decremental 
effects of alcohol is. a function of task complexity. 
Simple tasks may be done better; difficult ones, 
, worse. 

Risk taking in the form of gambling, verbal 
productivity, and mood were examined under the 
influence of 45 grams of alcohol (approximately 
three drinks), of 15 mg of dextroamphetamine, and 
, of both substances combined (Hurst et al. 1969). 
Confidence, garrulousness, and mood elevation oc- 
curred with both drugs and also with the combina- 
Q Mon. 



Kipperman and Fine (1974) analyzed their group 
of amphetamine and alcohol abusers and found that 
they could be sorted irito two types. Type A were 
older (28 to 45 years) and were long-term, primary ^ 
alcoholics who also took amphetamines in order to 
remain awake and be able to drink more. Type B \ 
Were younger (19 to 27 years) and were primary 
amphetamine abusers who used small amounts of 
alcohol to "level off an amphetamine "run.'' After 
stopping their amphetamine spree, this group con- 
sumed large amounts of ethanol in order to fall 
asleep. Type A members described a loss of inhibi- 
tion, greater sociability, and increased self-esteem 
and euphoria on the combination. Type B individu- /* 
als mentioned greater sensitivity, clearer thinking, 
and a lifting of depression. The alcohol made them 
more sociable. When sober, both groups were anti- 
social, were unable to hold jobs for long periodsj^ 
had a record of truancy and disrupted family rela- 
tionships, and had served time in jail. Both groups 
were moderately depressed and anxious and seemed 
to be treating their depression with their abused „ 
drugs, A better treatment of their depression was 
seen as a potential therapeutic approach. 

Since strong black coffee is widely employed ^ a 
sobering-up device, it would be worth knowing 
whether caffeine actually does improve alertness 
and functioning of the intoxicated person. The 
conclusions of research are ambiguous. At times 
improvement occurred; at others there was a 
worsening of performance (Nash 1966; Alstatt and 
. Forney 1971). 

Frank et al. 11975) found that people with a BAC 
of 0.09 percent were uninfluenced by 300 mg of 
caffeine (equivalent to about .three cups of coffee). 
Standing steadiness with eyes closed, manual dex- 
terity, numerical reasoning, perceptual speed, and 
verbal fluency were performed worse with the 
ethanoj-caffeine combination. Reaction times were 
better after caffeine. No clear pattern of caffeine 
antagonizing the effects of alcohol could be ob- 
served; the BAC was unaffected by caffeine. The 
authors speculated that drinking drivers might feel 
more alert after caffeine and believe themselves to 
be recovered from their intoxication. Nevertheless, 
such drivers would remain handicapped in motor 
coordination and in search and recognition proce- 
dures. 



Alcohol/Antidepressants 

The tricyclic antidepressants, somewhat para- 
doxically, are not stimulants. Instead, some have a 
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sedative quality and for that reason are occasionally 
abused "They are also beingjrsed as suicide devices 
since they can induce niaj^ abnormalities of heart 
rhythm whebrswallowedft large amounts. 

Amitriptyline (Elavil) given the evening before 
and prior to the testing in therapeutic doses was 
•combined with enough alcohol to produce a 0,08 
percent BAG. Placebos were also used. The combi- 
nation increased the error score during simulated 
driving,- pursuit rotor, and dot tracking. Even in 
ordinary doses the interaction can be hazardous 
(Landauer^et al. 1969). Seppola et al. (1975) 
administered either amitriptyline or doxepin (Si- 
nequan) in combination with alcohol in 9.5 gm/kg 
quantities. The combinations produced slight im- 
pairment of choice reaction time, coordination tests, 
attention, and tracl^ing tasks. The subjects' as- 
sessment confirmed that they were impaired. These 
changes occurred, despite the fact that the antide- 
pressants were given for^O days prior to tKe test 
day; the expectation would be that tolerance to any 
sedative effect would have occurred. 



Alcohol/Nicotine Combinations 

Jn view of recent work suggesting that smoking 
alcoholics have cancers of the head, neck, and 
esophagus more frequently than nonsmoking alco- 
holics or nonalcoholic smokers, the cigarette/alcohol 
relationship has become a public h^lth issue (Alco- 
hol and Health 1976). The basis for the increased 
incidence of these malignancies is ethyl alcohol's 
ability to increase the solubility and absorption of 
coal tars from tobacco. Elber (1939) and Lickint 
(1957) liave evidence that the combination worsens 
dexterity and mentation. 

Heavy drinkers also tend to be heavy smokei's 
(Simon and Lucero 1960), although just why these 
patterns should coexist is not clear. Nicotine does 
^not reverse iRe undesired effects of excessive alco- 
hol consumption, -and certainly not alcohol-impaired 
performance (Macht and Davis 1934). It may be 
that the desirable effect occurs on a subjective 
level, or that both heavy smoking and drinldng are 
strongly conditioned behaviors. \ 



Alcohol/Antihistamine Combinations 



v 



Many antihistamines such as diphenhydramine 
(Benadryl), chlorpheniramine (Chlor-Trimeton), and 
others produce drowsiness in many people. For that 
reason these substances appear in over-the-counter 
sleeping preparations, which are known to be occa- 
sionally abused. When combined with alcoholic bev- 
erages, the sedative effects of both are additive. 
Linnoila (1973) detected a significant worsening of 
coordination when diphenhydramine/alcohol mixtures 
were ingested. Pursuit tracking was impaired with 
a similar combination (Hughes and Forney 1964). 



PV\TTERNS OF MULTIPLE DRUG 
ABUSE i 



In order to provide some empirical perspective 
on the discussion of effects of combined drug'alcohol 
use, two studies that allow for an in-depth examina- 
tion of multiple substance usage ^\'illbe discussed in 
this section. 

The National Drug/Alcohol Collaborative Project 
obtained significant data pertaining to multiple 



Table 1 number and percentage of regular drug users of each drug category who reported 
altering the effects of that drug 



Regular 
drug users 


Alcohol 


Heroin 


Other opiates 


Amphetamines 


Barbiturates 


Minor 

tranquilizers 


Marijuana/ 
hashish 


niicit 

methadone 


Cocaine 


Hallucinogens 


Inhalante 


ore 


• ^ 
^& 


M^or 

Tranquilizers 


Altered: 






























n 


497 


32C 


130 


234 


161 


149 


501 


'97 


223 


205 


56 


37 


36 


21 


Percent 


53 


71 


66 


72 


76 


55 


76 


72 


77 


72 


36 


54 


80 


57 


Did not alter: 






























n 


434 


132 


66 


92 


51 


124 


154 


37 


67 


80 


101 


32 


9 


16 


Percent 


47 


29 


34 


28 


24 


45 ' 


24 


28 


23 


28 


64 


46 


20 


43 



Source. NDACP Final Report. 1977 (National Institute on Dnig Abuse. 1980) 
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drug abuse. It should be noted that the NDACP 
sample of patients in treatment was neither random 
nor representative, and that information was de- 
rived fi'om self-reports. Ta^e 1 gives the numbers 
of regular users of 14 different substances wfco 
altered (boosted, balanced, counteracted, or sus- 
tained) the effects of their primary drug. Table 2 
lists the major substance used to alter the effects of 
the primary drug.. Table 3 gives the number of 
regular users of a drug who reported that they 
substituted another drug when the primary drug 
was not available. Table 4 giyes the drug which was 
most commonly employed as a substitute when the 
primary drug could not be obtained. 

From these and other patient-derived data, the 
following results of interest to this chapter were 
obtained. It should be pointed out that the analyses 
of substance abuse patterns were conducted for two 
time frames: the 3 months previous to admission 
and the entire drug-using career previous to admis- 
sion. 

1. NDACP subjects were primary multiple 
substance abusers. 

Table 2,— The single substance most commonly 
used to alter each other substance 

» ' Substance used to alter 
Initial substance effects of initial substance 



Alcohol 

Heroin 

Other opiates 

Amphetamines 

Barbiturates 

Minor tranquilizers 

Marijuana/hashish 

Illegal methadone 

Cocaine o 

HaMucinogens 



Marijuana 

Cocaine and marijuana 

Alcohol ^ 

Alcohol 

Alcohol 

Alcohol 

Akohol 

Herom and alcohol 

Heroin 

Marijuana 



2. Alcohol was the substance abused most often 
by both single and multiple drug abusers. 

3. The greatest number of subjects classified ab 
career multiple substance abusers had used 
alcohol and only one other substance per the 
NDACP study (National Institute on Drug 
Abuse 1980). In descending order of frequen- 
cy, the other drugs were marijuana/hashish 
(n=159); minor tranquilizers (n = 75); heroin 
(n = 19); amphetamines (w = 14); and barbit- 
urates (n= 10). 

4. The majority of subjects jn every substance 
abuse category (except inhalants) reported 
using one or more drugs to alter the substances 
already taken; more tftan 75 percent of the 
regular users of barbiturates, marguana, co- 
caine and antidepressants reported such use. 
The two drugs most comm'only used for J;his 
purpose were alcohol and marijuana. 

5. The two drugs thai were most frequently, 
substituted for were heroin and illegal metha- 
done. Alcol^ol and inhalants least frequently 
required substitute drugs. Alcohol and mari- 

Table 4.— Wosf commonly reported substitute 
for each Substance 



Initial substance 

Alcohol 
Herqjn 

Other opiates 

Amphetamines 

Barbiturates 

Minor tranquilizers 
Maryuana/hashish 
Illegal methadone 
Cocaine 
Hallucinogens 



Sul)stitute 



Marijuana 
Other opiates 
Heroin 
Marijuana 
Minor tranquilizers, 
marijuan,a, alcohol 
Alcohol ^ 
Alcohol 
Heroin 
Heroin 
Marijuana 



* Source, NDACP Final Report. 1977 (National InaUt^te on Drug Abuse. 1980) 



Source ,NDACP Final Report, 1977 ^National Institute on Drug Abuw, 1980) 

TABLE Z:-^Number and percent of regular users of a drug who reported substituting other drugs for it 



Regular 
drug users 


Alcohol 


Heroin 


Other 
opiates 


Amphetamines 


Barbituates 


Minor 

tranquilizers 


Marijuana/" 
hashish 


Illicit 

methadone 


Cocaine 


Hallucinogens 


Inhalants 


Substituted: 
n 

Percent 
Did not 
substitute: 
n 

Percent 


299 
31 

675 
69 


269 
58 

189 
42 


92 
48 

101 

52 


119 
37 

205 
63 


115 
48 

123 
52 


112 
32 

163 
68 


294 
44 

372 
56 


92 
69 

41 
31 


138 
48 

151 
52 


112 

39 

174 
61 


45 
29 

109 
71 


Source NDACP Fir 


lal Report. 19 


77 (National 


Inititute on E 


)rug Abufte. 1980) 
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juana were the drugs most fr^equently used as 
substitutes. 

6. The greatest amount of alcohol consumed was 
reported by those who had^abused seven or 
more substances at some time during their 
substance abuse careers. 

7. The career alcohol/other opi&te abusers* had 
, the highest alcohol consumption followed by 

alcohol/minor tranquilizers, afcohol/marijuana 
and alcohol/heroin. ' . 

8. Those who abused alcohol and maryuana 
concurrently reported smoking more mari- 
juana than those using mariguana alone. 

9. The greatest number of adverse effects from 
alcohol were reported by the users of alcohol/ 
•amphetamines followed by the alcohol/minor 
tranquilizier and the alcohol/barbiturate grqups. 

Multiple Drug Use in CIrents Attending 
Alcohol Treatment^acilities 

; A second large multicenter study (Tuckfel^ et al. • 
i975) was undertaken in /an, effort to 'determine 
drug usage trends in clients attending alcohol treat- 
ment facilities. The investigators interviewed fhe 
service deliverers in sjx representative clinics. A 
widespread use of drugs, priniarily nonopiates, was 
reported, and tlie service deliverers mentioned the-, 
^following trends: 

^^ersons under 25 were increasingly using 
alcohol either in combination with other drugs 
or when illicit drugs were inaccessible. Mari- 
juana us^e was reported as a iform'for thi^age ~ 
group.- » . » 

2. For persons under 30 who used drugs^ males 
outnumbered females 3 to 1. Besides alcohol, 
the drugs ijiost often reported were marijuana 
and the other psychotropic drugs. Barbitu- 
rates and amphetamines were also commonly 
used, although barbiturate use was reporte^l 
to be on the decline. Hallucinogens are used 
more frequen tly by this age group than by the 
over-30 group. 

3. Females over 30 years of age primarily abused 
minor tranquilizers and other psychotropics. 
This was particularly pronounced for subjects 
from middle- and upper-class households. Males 
over 30 were reported as primarily using 
psychotropics, and at one data collection site 
amphetamines were extensively used. 

4. The particular substance used was more likely 
to be a function of drug accessibility and 



subcultural norms than of socioeconomic sta- 
tus or racial/ethnic group. Persons of lower 
socioeconomic status, however, rarely tended 
to use drugs other than alcohol unless they 
had recently visited a free clinic or public 
hq^pital. .The drugs primarily used were 
psychotropics. 

5. Consumption patterns were either conjoint or 
sequential. Conjoint use characterized persons 
who consumed drugs other than alcohol for 
recreational purposes. Sequential use gener- 
ally was associated with attempts to improve 
daily social functioning or to cope with sobri- 
ety until a return to alcohol. Over-the-counter 
drugs were used primarily for self-medication. 

6. It was estimated that 30 to 60 percent of all 
clients at alcoholism treatment facilities were 
using other substances at intake. Of these, 
half were abusing such drugs* (abuse was 
defined as the nonmedical use of prescription 
drugs or the use of illicit drugs). 

7. Persons under 30 were believed to have the 
highest incidence of multiple dinig use. Fe- 
males had a higher rate of multiple drug use 
than males. ^ 

S.^^Public inebriates were reported to have a 
lower rate of illicit multiple drug use than did 
populations from higher socioeconomic levels. 



PSYCHOSOCIAL EFFECTS OF 
ALCOHOL/DRUG CQMBJNAIIQNS- 



Drug combination effects upon human behavioral 
patterns have been explored only recently; howev- 
er, there are certain investigations which have 
special importance for this chapter. These will be 
discussed according to specific behaviors and their 
modification by alcohol combined with other sub- 
stances. . * 



Alcohol/Drug Effects on Sexuality and 
Violence , . 



Shakespeare's comment in Macbeth^ citing the 
negative impact that drinking has upon the sexual 
response remains valid; in fact, it is being con- 
firmed by recent investigations. Gebhard (1965) 
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suggests that sm^H amounts of alcohol or related 
drugs may initiate sexual activity by^ lessening 
inhibitions and producing euphoria. The recent 
finding that chronic drinkers have an elevated level 
of luteinizing horrnone may also help explain the 
increased sexual arousal. However, larger amounts 
of the same depressant substances tend to decrease 
sexual ability. Recent work has demonstrated that 
chronic heavy drinkers have a decreased plasma 
testosterone level, which may contribute to impo- 
tence. There are few experimental studies on the 
impact of alcohol on sexual arousal and no investi- 
gations of alcohol conjointly administered with an- 
other drug in the area of sexuality. 

The well-known propensity of alcohol for unleash- 
ing aggressive verbal and physical behavior is paral- 
leled by the sedatives because of their similar 
disinhibiting properties. Ina commentary on drugs 
and crime, Tinklenberg (1973) notes that intradrug 
interactions have exceedingly complex behavioral 
effects, and that combinations have'not been inves- 
tigated in regard to their ability to induce violence. 
It may well be that the social and cultural contexts 
in which ps'ychochemicals are used tend to deter- 
' mine their aggressive component. 

• AlcohoFs direct relation to violence and violent 
crime is considered'far greater than that of any 
other drug. Fitzpatrick (1974)' has found that 
alcohol/barbiturate combinations also produce high ' 
levels of assaultive behavior. 

Information, obtained in the NDACP study (Na- 
tional Institute on Drug Abuse 1980) provides 
further data on the role of both alcoho^and drugs 
in violent acting out. In answer to the question, 
"Have you ever gottenTangry ^ vi(fleht and 
seriously injured someone while under the influence 
of drugs, alcohol, or bothr 39 percent of the regular 
llcohol user3 indicated that they had done so. Cora- 
parable confirming percentages for heroin usersAvere 
42 percent; for amphetaminje users, 45 percent; users 
of barbiturates, 55 percent; and users of marijuana, 
46 percent. Of those respondents who had been in 
automobile accidents, the follow^ing percentages 
had used drugs and/or alcohol immediately prior to 
the experience: heroin users, 36 percent; ampheta- 
mine users, 43 percent; users of barbiturates, 35 
' percent; users of marijuana, 36 percent; and alcohol 
users, 38 percent. 

Alcohol Use and Drug-Taking Behavior * 

The DARP (Drug Abuse Reporting Program) 
data for patients who had been in Federal drug 



treatment programs showed that 23 percent drink 
the equivalent of more than 8 ounces of 80 proof 
liquor daily (Simpson and Lloyd 1977). Day-to-day 
variations on this average were related to negative 
and positive life experiences. Fifteen percent drank 
less and 22 percent drank more v. hen illicit drugs 
were used. Among the heavier drinker? the mean 
use of opioids, nonopioids and marijuana decreased 
while drinking, with less opioid use being statisti- 
cally significant (p=O.OOJ). When less alcohol was 
consumed by these ex-patients, the means for all ' 
illicit drug use increased; however, only opibid use 
increased significantly* (j? = 0.03). For these people 
alcohol seemed to be acting as a substitute for illicit 
drug use, particularly opioids. Life stress situations 
and the persuasion of friends accounted for some of 
the variance. Alcohol consumption was less for 
patients in treatment than for those no longer in 
treatment. It was pointed out that excessive alco- 
hol use sometimes predated the drug abuse. Drink- 
ing tended to decrease when opiate use started. 
Those who were heavy drinkers before their opiate 
dependence tended to continue that behavior while 
on metljiadone maintenance. 

Suicide and Alcohol/Drug Combinations 

The DAWN IV data (May 1975 to April 1976) 
have already been mentioned (National Institute on 
Dnig Abuse 1976). This report indicated that suici- 
dal attempts or gestures were the leading reason 
that patients who had taken alcohol in combination 
with other drugs appeared at crisis centers, emer- 
ge"hcylwns,~6r theTnorgue: Of 23,148 mentions of 

. those using alcohol-in-combination,'32 percent ^-eiv 
suicide_attempts/gestures. Another 30 percent had 
consumed ihe^bs^nces for the psychic effects 
involved. Thirteen percent had used Ihe x'ombina- 
tion to maintain their dependence, and the remain- 
der: gave no response. 

Eor purposes of suicide .the intake of alcohol with 
oi^r depressants is pharmacologically rational since 
the combination produces additive or protentiating 
effects. Then, too, depressive tendencies in substance 
users may bfe related to such gestures: Chronic 
alcoholics are more prone to attempt suicide than 
nonalcoholics (Goodwin 1973). Further, about one- 
quarter of suicides are committed by alcoholics. 

The NDACP dat^^^mtional Institute on Drug 
Abuse 1980) ^d^ress these relationships. ^Two- 
thirds of those who initiated suicide attempts were 
under the influence of a psychotropic drug at the 
time. More than half used a psychochemical or a 
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drug combination in the attempt to end their lives. 
About a quarter used barbiturates, some 15 percent 
used alcohol, and the agents used by the rest were 
distributed among many other drugs or drug com- 
binations. 
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"AlcohoITD'epressanrComBlnatb and Sleep 

Acute alcohol intoxication is known to distort 
normal sleep patterns. Rapid eye movement (REM) 
sleep is diminished, particularly during the first 
half of thf^ night, while slow wave sleep is increased 
(sleeping pills have a similar effect upon the sleep 
EEG). Chronic alcoholism^ can also be associated 
with extreme sleep disturbances, with a considera- 
ble RfiM deficit occurring. When the amount con- 
sumed decreases or is eliminated, an REM rebound 
with accompanying nightmares develops, resulting 
in fragmented sleep patterns and insomnia. At 
times transitional states occur in which the individ- 
ual cannot identify whether s/heus having night- 
mares or is awake and hallucinating. During with- 
drawal REM sleep may increase, consuming up to 
100 percent of sleep time (Gross et al. 1973). The 
hypnosedatives, the minor tranquilizers, and re- 
lated drug groups do not improve this steep dis- 
turbance of the alcoholic; in fact, combined alco- 
hol/sedative dependencies produce similar sleep 
disturbances. 

Alcohol is often used by alcoholics and nonalco- 
holics to procure sleep. A dramatic impairment of 
sle'*p, on the other. hand, occurs early in the with- 
drawal phase when people verging on the DTs are 
afraid to close their eyes because they start halluci- 
nating. 

Gross and Hastey (197&) descjpibe the sleeplessness 
that accompanies the alcohol withdrawal state as 
consisting, in part, of an intense fear of not sleeping 
that appiX)acThes insomnophobia. Alcoholics so af- 
fected may try to drink themselves to sleep or to 
swallow whatever sleeping medication is at hand, 
or both.'^ 

Subjective Effects Reported by Alcohol and 
Drug Users 

Tbc; NDACP questionnaire (National Institute 
on Drug Abuse 1980) inquired into the subjective 
effects of alcohol and of specific drugs in those 
people who were users of alcohol and or drugs. The 
questions asked covered 37 areas of emotional and 



behavioral changes under the influence of either 
alcohol or the other substance. The most common 
combinations. in the sample were, alcohol and hero- 
in, alcohol and other opiates, alcohol and barbitu- 
rates, alcohol and minor tranquilizers, alcohol and 
marijuana, and alcohol and amphetamines. 

When compared to all other categories, alcohol 
was named as a confusion-causing agei)t more fre- 
quently than any other substance. According to the 

. respondents, alcohbl also produced much more anger 
and fewer feelings of peace; caused a greater loss of 
control; and was less effective in awareness in 

•4 comparison to other agents, ' ^ 



CONCLUSION 



In reviewing the empirical evidence, it can be 
concluded that joint substance abuse is of consider; 
able significance. Such usage may relate to igno- 
rance of the phannacologic facts, as with the com- 
bination of amphetamines or mild antidepressants 
with social drinking. Other cases may involve the 
addict who consciously combines intoxicating levels 
of etlianol and large amounts of psychoactive drugs. ' 
While the social "misuser" of substances may suffer 
impairment of abilities related to normal functioning 
and/or driving, the chronic abuser may pose a 
considerable risk to himself and to others. Though 
experimental studies concerning the latter subject 
are understandably lacking, cliniQgl and autopsy 
reports serve to underscore the hazardous nature 
of unmoderated alcohol/drug use. 

The biobehavioral evidence surveyed in this chap- 
ter indicates {.hat almost all classes of drugs have 
additive or supra-additive effects when combined 
with alcohol. Even the stimulants can increase the 
excitable phase of drinking and may intensify para- 
noid ideation. Studies attempting to show that 
stimulants reverse the psychomotor decrements of 
the alcohol-intoxicated person have not been con- 
clusive. Therefore, efforts to treat intoxication with 
stimulants may result in unanticipated consequences. 

Another point Chat should be reemphasized is the 
biphasic nature of certain drug/alcohol interactions. 
Acute alcohol intake along with sedative consump- 
tion can lead to the potentiation of depressant 
effects. On the other hand, the chroi)ic alcoholic 
who stops drinking is more resistant to sedatives, 
and thib \b common hospital experience in attempting 
to quiet patients during alcohol withdrawal. 
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The impact of most drugs when combined with 
alcohol is to increase dysfunctional and antisocial 
behaviors. Research indicates that impaired sexual 
functioning, disinhibition of aggressive behavior, 
suicide attem^pts/gestures, and sleep disturbances 
result from conjoint substance abuse. These find- 
ings are supplementd by the subjective testimony 
of addicts in treatment who' report increased anger 
and loss of control/self-awareness under tlie influ- 
ence of alcohol. Data bases such as the DARP, 
which suggests that increased alcohol intake is 
often associated with decreased drug intake follow- 
ing treatment, are of special interest to clinic 
personnel concerned with these problem behaviors. 

The National Institute on Alcohol Abuse and 
Alcoholism has prepared a prototype prescription 



form that can be given to those having difficulty 
abstaining from drinking: it mentions that many 
unwished-for interactions can occOr when certain 
therapeutic drugs are mixed with alcoholic drinks. 
In view of the bio- and socio- behavioral problems 
described in this chapter, ii would seem that phar- 
macists, physicians, and clinic personnel should be 
prepared to similarly advise their clients/patients 
on the possible ill effects of combined substance 
use. More importantly, they should stress that the 
combination of two ov more mind-altjering agents 
produces not only successively greater impairments, 
but also tends to increase unpredictability. Hope- 
fully, future research will address present gaps in 
current knowledge— and serve to focus public at- 
tention on the problem as well. 



18 



DRUG AND ALCOHOL ABUSE 



REFERENCES 



Alcohol and Health, Second Special Report to the 
U.S. Congress. No. 77-9099. Washington, D.C: 
U.S/ Government Printhg Office, 1976. 

Alstatt, R. L, and Forney, R. B. Performance studies 
in rabbits, rats and mice after administration of 
l-methyl-xanthene, singly and with ethanol. Fed- 
era! Proceedings, 30:568, 1971. 

Baden, M. M. Homicide, suicide and accidertal death 
in Manhattan. Human Pathology, 3:91-95, 1972. 

Bernstein, M. E.; Hughes, F. W.; and Forney,- R. B. 
The influence of a new chlordiazepoxide analogue , 
on humfin and mental and motor performance.v/ 
Journal of Clinical Pharmacology, 7:330-33fe, 1967. 

Bo, O,; Haftner, J.F.W.; Langard, 0.; Trumpy, J. H.; 
BredQsen, J. E.; and Lunde, P.K.M, Ethanol and - 
diazepam as causative agents in road traffic acci- 
dents. In: Isrealstan, S.j^and Lambert, S., eds.^co- 
hol Drugs and Traffic Safety, Toronto: Addiction 
Research Foundation, 1975. 

Bowes, H. A. The role of Librium in^an outpatient 
psychiatric setting. Ofsi^ases of the Nervous Sys- 
tem, 21:20-22, 1960. 

Brown, D. J.r Hughes, F. W.; Forney. R. B.; and 
Richards, A. B. Effects of dextroamphetamine and 
alcohol on attentive motor performance in human 
subjects. Ip: Harger, R. H., ed. Alcohol and Traffic 
Safety. Bloomingtot): Indiana University Press, 
1966. 

Bruns, O. L Pervitin: pharmacological and clinical as- 
pects. II. Perviti/i: the question of performance en- 
hancement. Fort^chrifte der Therapie, 17:37-44; 
90-100, 1941. 

Burford, E.;French,L W.;andLegianc, A. E.Thecom- 
bined effects of alcohol and common psychoactive 
drugs. Studies of human pursuit tracking capa- 
bility. In: Isrealstam, S., and Lambert, S., eds. >Vco- 
hol. Drugs and Traffic Safety, Toronto: Addiction 
Research Foundation, 1975. 

Chesher,G. B.;Franks,H. M.;Hensley,V. R.;Hensley, 
W. J.; Jackson, D. M.; Starmer, G. A.; and Tec, 
R.K.C. The interaction of ethanol and delta-9- 
tetrahydrocannabinol in man. Effects on percep- 
tual, cognitive and motor functions. Medical Jour- 
nal of Australia, 2:1 59-1 63, 1 976. 

Devenyi, P., and Wilson, M. Barbiturate ajDuse and 
addiction and their relationship to alcohol and alco- 
holism. Canadian Medical Association Journal, 
215:215-218, 1971. 

Doenicke, A., and Kugler, J. Investigations after bar- 
bituratemedicationandadditionalingestionofaico- 



hol in the course of 24 hours: establishing the bar- 
biturate lever in^the serum, tests of liver function 
and psychodiacnostic tests. Aktuelle Probleme en 
* der Chirurgie, 2:^34'^48, 1965. 

Eerola,( R., and AIha, A. Synergism of alcohol arKi 
sedatives. Deutsch Gerichtlichen Medizien, 
53:201-210, 1963. ' ' 

Elbel, H. Demonstration of effects of caffeine on 
blood alcohol level and drtinkeftncss. Beitraege 
zur Gerichtlichen Medizien, 15:14-25, 19391 

Fitzpatrick, J. P. Drugs, alcohol and violent crime. 
Addictive Diseases, 1:353-367, 1974. 

Franks, H. fA,\ Starrtier, G. A.; Chesher, G. B.; Jack- 
son, D. M.; Hensley, V. R.; and Hensley, W. J. The 
interaction c)f^alcohoJ and delta-9-tetrahydrocan- 
nabinol irf'rfian: effects of psychomotor skills 
related to driving. In: Israelstam, S. and Lambert, , 
S.. eds, AlcohofjDi'ugs and Traffic Safety, Toronto: 
Addiction Research Foundation, 1975. 

Gebhard, P. H. Situational factors in affecting human 
sexual behavior. In: Beach, F. A., ed. Sex and Be- 
havior, New York: Wiley, 1965. 

Goldberg, L. Effects and aftereffects of alcohol, 
tranquilizers and fatigue on ocular phenomena. 
In Harvard, J.D.J., ed. Proceedings of the Third In- 
ternational Conference on Alcohol and fioad Traffic, 
London: British Medical Association HousOf 1963. 

Goldberg, L. Effects of ethanol in the central ner- 
vous system. In: Popham. R. E., ed. Alcohol and 
Alcoholism, Toronto: University of Toronto Press, 
1970. 

Goodwin. D. W. Alcohol in suiddes and homicides. 
Quarterly Journal of Studies on Alcohol, 34:144- 
156, 1973. 

Grant, I.; Adams, M. K.; Carlin, A. S.; Renntek, P. M.; 
Judd, L. L;andSchrooff,G.Thecollabofativeneuro- 
psychological study of pblydrug users. Archives 
of General Psychiatry, 35:1063-1074, 1978. 

Gross, M. M.; Lewio, E.; and Hastey, J. Acute alcohol 
withdrawal syndrome. In: Kissin, B., and Begleiter, 
H., eds. The Biology of Alcoholism, Vol III. Mew 
York: Plenum Press, 1973. 

Gross,M. M., and Hastey, J. M.SIeepdisturbancesin 
alcoholism. In: Tarter, R. E.; and Sugarman, A. A., 
eds. Alcoholism: Interdisciplinary Approaches to 
an Enduring Problem, Reading, Mass.: Addison- 
Wesley; 1976. 

Guptka, R. C, and Kaford, J. Toxicological statistics 
for barbiturates, other sedatives and tranquilizers 
in Ontario: a ten year survey. Canadian Medical 
Association Journal, 94:863-865, 1966, 

Haberman, P. W., and Baden, M. M. Drinking, drugs 
and death. Intemationai Journal of the Addictions, 
9:761-773, 1974. 



ERLC 



22 



THE EFFECTS ON HUMAN BEHAVIOR 



19 



Hansteen.R. W.; Miller. R. D.;Lonero.L;Reid.L D.; 
and Jones. B. Effects of cannabis and alcohol on 
automobile driving and psychomotor tracking- 
Annals of the New York Academy of Sciences, 
282:240-256, 1976. 
Hollister, L. E. Valium: a discussion of current issues. 

Psychoson)atics, 18:44-58.1977. ^ 
Horvath, D. To what extent in what form do some so- 
called "fashionable" drugs affect the action of alco- 
hol? On/osi HeWap, 104:2233-2236. 1963. 
Hughes, F,}N„ and Forney. R. B. Comparative effect 
of three antihistamines and ethanol on mental and 
motor, performance. Clinical Pharmacology and 
7/)erapeuf/cs^5:414-421, 1964. 
Hughes. F. W.; Forney, R. B.; and Richards, A. B. 
* Comparative effects in human subjects of chlor- 
diazepoxide, diazepam and placebo on mental and 
physical performance using a pursuit meter with 
and without low levels of alcohol. Clinical Phar- 
macology and Therapeutics, 6:139-145, 1965. 
Hurst, P.M.; Radlow. R.; Chubb, N.C.; and 
Bagley, S. K. Effects of alcohol and d-ampheta- 
mine upon mood and volition. Psychological 
fleporrs.24: 975-987, 1969. 
Inaba, D. S.;Gay.G. R.;Newmeyer.J. A.;and White- 
head, C. Methaqualone abuse: luding out. Jour- 
nal of the American, Medical Association, 224: 
1505-1509, 1973. 
Kaplan. H. L.; Forney, R. B.; Richards. A. B.; and 
Hughes. F.W. Dextroamphetamine, alcohol and 
dextroamphetamine-alcohol. combinations and 
mental performance. In: Harger, R. N., ed. Alcohol 
and Traffic Safety, Bloomington: Indiana University 
Press, 1966. 

Kiplinger, G. F.; Sokol, G.; and Rhoda. B. E. Effects of 
combined alcohol and propoxyphene on human 
performance. Archives of International Pharma- 
codynamics, 213:175-180, 1974, 

Kipperman, A., and Fine, E. W. The combined abuse 
of alcohol and amphetamines. American Journal 
of Psychiatry, 131:1277-1280, 1974. 

Kissin, B., Interactions of ethyl alcohol and other 
drugs. In: Kissin, B., ancf Begleiter. H.. eds. The 
Biology of Alcoholism. Vol. III. New Yorl<: Plenum 
Pr§ss. 1974. 

Landauer, A. A.; Milner. G.; and Patman. J. Alcohol- 
antidepressant combinations: Impaired psycho- 
motor performance. Science, 163:1467-1468, 
1969. 

Lawton. M. P. and Cann. B. The effects of diazepam 
(Valium) and alcohol on psychomotor performance. 

^ Jourrial of Nervous and Mental Disease, 136:550- 
554. 1963. 



Lickint. F. The evoking of abnormal alcohol reactions 

by drugs. Therapiewoche, 7vt14-418. 1957. 
Linnoila. M. Effects of antihistamines, chlormetha- 
zone and alcohol on psychomotor skills related to 
driving. European Journal of Clinical Pharma- 
cology, 5:247-254. 1973. 
Linnoila, M.. and Mattila. M. J. Drug interaction on 
psychomotor skills related to driving: diazepam 
and alcohol. European Journal of Clinical Pharma- 
cology, 5:186-194: 1973. 
Loomis. T. A. Effects of alcohol on persons using 
tranquilizers. In: Harvard, J.D.J.. ed. Proceedings 
of the Third International Conference on Alcohol 
and Road Traffic, London: British Medical Asso- 
ciation. 1963. 

' Macavoy. M. G.. and Marks. D. F. Divided attention 
performance of cannabis users and non-users 
^ following cannabis and alcohol. Psycho- 
pharmacologia, 44:147-152. 1975. 
Macht, D. I., and Davis. M. E. Synergistic and anta- 
gonistic effects of alcoh6l. caffeine and nicotine 
mixtures. American Journal of Physiology, 1 09:67- 
' 68, 1934. 
Manno. J. E.; Kiplinger. G. F.; Scholz. N.; Forney. 
R. B.; and Maine, S. E. The influence of alcohol and 
marijuana on motor and mental^performance. 
Clinical Pharmacology and Therapeutics, 1 2 :202- 
211. 1971. ^ . 
Miller. A. I.; D'Agostino, A.; and Minsky. R. Effects 
of combined chlordiazepoxide and alcohol In man. 
Quarterly Journal of Studies on Alcohol, 24:9-13. 
' 1963. 

Milner, G. Interaction of barbiturates, alcohol and 
some psychotropic drugs. Medical Journal of 
Australia, 1:1204-1207. 1970. 
Molander, L, and Duvok. L. Acute effects Jf oxaze- 
pam and methylperone. alone and in combination 
with alcohol on sedation: coordination and mood. 
Acta Pt^armacologica et Toxicologica, 38:1 45-1 60. 
1976. \ 
Moller, K. D. Death from therapeutic doses of mbr- 
phine or morphine-scopolSimine in persons affect- 
ed by alcohol or barbituric acid. Bulletin of Nar- 
cotics, 5:11-19, 1953. 
Moreland, J.; Setekleiv. J.; Hoffner. H.H.W.; Strom- 
saether. C. E.; Danielsen, A.; and Hoist Wethe. G. 
Combined effects of diazepam and ethanol on men- 
tal and psychomotor functions. Acta Pharmacolo- 
gica et Toxicologica, 34:5-15. 1974. 
Moskowitz, H. Marijuana and Driving. Accident 

Analysis Prevention 9:21-26. 1976. 
Moskowitz. H. and Burns, M. "The Effects of Alcohol 
and Valium Singly and in Combination upon Driv- 



20 



DRUG AND ALCOHOL ABUSE 



ing Related Skills Performance.* Unpublished. 
- 1977. 

Mould, G. P.; Curry, S. H.;and Binns,T. B. Interaction 
of glutethimide^nd phenobarbitone with ethanol in 
man. Journal of Pharmacy and Pharmacology, 
24:894-899, 1972. 

Munkelt, P.; Lienert, G. P.. Frahm, M„ and Soehring, 
K. Sex specific differences in effect of alcohol com- 
bined with meprobamate on psychologically stable 
and labile subjects. Arzneimittel Forshung, 
12:1059-1065, 1962. 

Nash. H. Psychological effects and alcohol-antago- 
nizing properties of caffeine. Quarterly Journal of 
Studies on Alcohol, 27:727-734, 1966. 

National Institute on Drug Abuse. National Drug 
Alcohol Collaborative Project. Issues in Multiple 
Substance Abuse, Gardner. S. E.. ed.DHEWPub. 
No. (ADM)80-957. Washington, D.C.: Supt. of 
Docs.. U.S. Govt. Print. Off., 1980. 

National Institute on Drug Abuse. DAWN IV, Rock- 
ville, Md.:the Institute, 1976. 

Newman. H. W., and Newman, E. J. Failure of Dexe- 
dnne and caffeine as practical antagonists of the 
depressant effects of ethyl alcoho. n man. Ouar> 
terly Journal of Studies on Alcohoi, 17.406-410, 
1956. , 

O'Doijneil. J. A., Voss, H. L., Clayton, R. R., Slatim, 
G. I., and Room, R.G.W. Young Men and Drugs 
—A Nationwide Survey. NIDA Research Mono- 
graph 5. Rockville, Md.. National Institute on Drug 
Abuse. 197g. 

Palva. E. S. Effect of active metabolites of chlordia- 
zepoxide and diazepam alone and in combination 
with alcohol on psychomotor skills related to driv- 
ing. Modern Problems of Pharmacopsychiatry, 
2:79-84, 1976. 

Reisby, N. and Theilgaard, A. The interaction of alco- 
hol and meprobamate in man. Acta Psychiatnta 
Scandinavia, Supplement, 208.5-204, 1968. 

Roizen, L. Interactions of methadone and ethanoL" 
Paper presented at the 1969 Meeting of the East- 
ern Section of the American Psychiatric Associa- 
tion, New York. 1969. 

Seevers, M. J. Amphetamines and alcohol. Journal 
of the American AjJed/ca/ Association, 184.843, 
1963. 

Sellers, E. M.; Carr, G.; and Bernstein, J. G. interac- 
tion of oi ..oral hydrate and ethanol in man. Clinical 
Pharmacology and Therapeutics, 13.50-58. 1972. 

Seppola, T. M.. Linnoiia, M., Elonen, E., Mattila, M. J., 
Martti, M.; Effect of tricyclic antidepressants 



and alcohol on psychomotor skills related to driving. 
Clinical Pharmacology and Therapeutics, 17:515- 
522, '1975. 

Simon, W., and Lucero. R. J. Consumption of men- 
tholated cigarettes by alcoholics. Diseases of the 
Nervous System, 21:213-214, 1960. 

Simpson. D. D., and Lloyd. M. R. Alcohol and Illicit 
Drug Use, institute of Behavioral Research Report 
77-2. Fort Worth: Texas Christian University, 1977. 

Smiley, A.; LeBianc, A. E.; French. I. W,; and Burford. 
R. The combined effect of alcohol and common 
psychoactive drugs. II. Field studies with an instru- 
mented automobile. In: Isrealstam, S., and Lam- 



bert. S., eds. Alcohol, Drugs anc 



Traffic Safety, 



\ 



Toronto: Addiction Research Fou ndation, 1975. 

Tinklenberg, J. Drugs and crime. In: National Com- 
mission on Marijuana and Drug Al luse. Drug Use 
in America: Problem in Perspective, Appendix. 
Vol. I. Technical Papcs of the Second Report of 
the Commission. Washington, D.C.: U.S. Govem- 
ment /Printing Office, 1973. 

Tuckfeld,B. S.,McLeary,K. R.,andWaterhouse,G. J. 
Multiple Drug Use Among Persons with Alcohol- 
Related Problems, Springfield, Va.. National Tech- 
nical Information Service^ 1975. 

Vaapatalo, H., and Karppanen, H. Combined toxicity 
of ethanol with chlorpromazine, diazepam, chlor- 
methiazole or pentobarbital in mce. Agents Action 
1:43-45, 1969. 

Votarova, Z.. and Dyntarova, H. Comparison of the 
chlormethiazole and diazepam effects on alcohol 
induced changes of EEG and behavior in rats. In: 
Collegium Internationale Neuro psychopharma- 
cologium (C.I.N. P.) Abstracts II. Prague. Inter- 
national Conference on Neuropsychopharma- 
cology, 1970. 

Weiss. B., and Laties, V. G. Effects of amphetamine, 
chlorpromazine, pentobarbital and ethanol on 
operant response conditioning. Journal of Phar- 
macology and Expenmental Therapeutics, 144.17- 
23, 1964. 

Wilson, L, Taylor, J. D., Nash, C.W., and Cameron, 
D. F. The combined effects of ethanol and am- 
phetamine sulfate on performance in human sub- 
jects. Canadian Medical Association Journal, 
94:478-484, 1966. 
Zirkle, G.A.; McAtee, 0. B.; King. P 0.; and Van 
Dyke. R. Meprobamate and smal! amounts of al- 
cohol, effects on human ability, coordination 
and judgment. Journal of the American Medical 
/issoc/atfon, 173:1 823-1 825. 1960. 



24 



J 



Chapter 2 

Current Patterns Psychoactive Drug Use: 
Some Epidemioloigic Observations 

Harvey Alan Sieg^l, Ph.D. 
School of Medicine 
Wright State University 



/ INTRODUCTION 



Social scientists concerned with drug abuse would 
do well to remember the parable of the blind men 
and the elephant. As the story goes, several blind 
men are asked to describe what is in front of them. 
The man standing at the animaFs side reaches out 
and describes a wide expanse of wall; the individual 
confronted by the trunk flaims that he feels a 
heavy, snakeUke tube. Some, patting the elephant*s 
taU, report that it feels like a rope, vt'hile others 
describe the legs as trunks of trees. Drug abuse is 
^ • our elephant: Methodologies and technologies pro- 
vide us with an accurate /yet necessarily limited 
picture of the phenomenon that confronts us. Much 
like blind men, each of us employs only one 
methodological stance and examines limited aspects 
of the problem- As a result, we are likely tcarrive 
at incomplete perceptions of drug use or abuse. 

To extend the analogy, what happens if the blind 
men are asked to describe a moving elephant? How 
much more complicated does this render the prob- 
lem? It is uncertain how accurate are the concep- 
ttual tools we currently have to assess changing 
social phenomena. All the same, we are regularly 
called upon to make such assessments in the area of 
substance abuse by describing and analyzing not 
only the parameters but also the content and 
processes ot psychoactive drug use and/or abuse. 

erJc 



We assume that in some way all aspects of the phe- 
nomenon of sufistance abuse do actually fit togeth- 
er, yet we cannot describe specifically how they 
mesh. Minimally, we can set forth as clearly as 
possible the limitations inherent in our data and 
identify and describe common variables. 

This chapter will limit itself to the epidemiology 
of psychoactive drug use and abuse. The discipline 
of epidemiolcgy encompasses a fairly large number 
of perspectives. Traditionally it referred to the 
emergence, occurrence, and spread of (infectious) 
disease within a population; i.e., the locating and 
tracing of "epidemics." More recently, however^ 
the discipline has come to include a broader per- 
spective encompassing a behavioral dimension. Today 
epidemiologists are as likely to concern themselves 
with trends or patteriis of behavior orcurring within 
a population and the bearing that this behavior has 
on health. It is this larger, more inclusive meaning 
which will be used throughout the discussion to 
'come/ More specifically, this chapter wilj concern 
itself vyrith what people do (or report that they do); 
and, in an even narrower sense, how specific sub- 
* groups of the population (e.g., males versus fe- 
males, whites versus blacks) distinguish themselves 
in relation to the identified behavior. 

More specifically, the following are the objectives 
of this chapter: 

• An overview of the use of alcohol by the Ameri- 
can population 
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• An -overview of the use of legal psychoactive 
drugs within a medical context 

• An overview of the nonmedical use 
of psychoactive drugs 

• An overview of the use of over-the-counter 
psychoactive drugs 

• An overview of the use of illegal drugs in 
selected cohorts and populations 

In each of these areas descriptive material on the 
social and 'demographic characteristics of tne users 
will be presented. As much as possible, given the 
data available, it will be attempted to examine the 
concurrent use of alcohol and other psychoactive 
erugs. 

In order to meet these objectives, the chapter 
presents and compares the findings of "a number of 
disparate studies, each of which examines an aspect 
of the phenomenon from a particular methodological 
perspective. And while the discussion endeavors to 
summarize several prominent studies, it is not 
intended to represent a compendium of current 
drug, abuse literature. Studies will provide data 
from several collection sites which are necessary to 
comprehensive epidemiological rese?jch. Included 
are: 

• General population incidence and prevalence 
data. These can provide a overview of the 
general population. Prevalence data provide in- 
formation on the magnitude of the condition, 
while mcidence alhJ.des to its spread or growth. 
Such data are invaluable to both service and 
planning needs. 

• Intervention data. These capture that Specific 
part of the problem population which has al- 
ready experienced significant problems associated 
with substance use. Two such measures will be 
examined below. First, data will be presented 
about individuals seeking treatment specifically 
for their drug problem, those who wish to stop 
taking drugs or to learn how to cope with their 
drug problems. Second, data about those pre- 
senting themselves at a medical facility com- 
plaining/suffering from an acute drug reaction 
will also be presented. 

• Special-population high-risk subgroup data. 
These report on individuals considered to be 
particularly at risk for drug problems — e.g., 

^ "street people" or groups whose social and 
• demographic characteristics would make them 
likely to be involved in the use of drugs. 
Such data can assist in pinpointing a problem 
or target population; however, they are less 
•useful for projection purposes. 
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Unfortunately, like the blind men in the parable, 
each of these data sources reveals only part of the 
unseen beast. While projection devices capable of 
representing the whole population by using a num- 
ber of key factors or indicators have been developed, 
an ongoing debate challenges the validity of such 
measures (Gould al. 1976; O'Donnell et aL 1976). 
Therefore, social scientists still disagree about how 
to meaningfully integrate these data. 

Professional disagreement extends as far as basic 
terminology. Take, for example, the idea of the 
concurrent use of more than one drug — often called 
"polydrug use". Dr. Robert DuPont, former Direc- 
tor of the National Institute on Drug Abuse, de- 
scribes the coijcept as "political or 6fficial," created 
to fill a void in overall intervention schemes (DuPont 
1976). Alluding to this interpretation, James Sam- 
ple in an epidemiology conference pointed out that 
the definition of the term is logically inconsistent: 
"Polydrug abuse [means] ... the use of more than 
one drug, excluding heroin, which are used simul- 
taneously and with a frequency of use of at least 
once per month. Regular use of heroin, regardless 
of how many other drugs are also used [sic] will •^ot 
be classified as polydrug use'' (Sample i977a). Even 
more basic concepts, such as ''regular use" or 
''current use," tend to be disputed and defined 
differently from study to study or for different 
purposes. The difficulty becomes particularly poign- 
ant when comparisons are attempted; researchers 
find themselves frustrated by the plethora of seem- 
ingly contradictory conceptual designations (Sam- 
■ple 19 /7b). 

Again, the situation becomes even more complex 
when value judgments can seemingly be read into 
the basic designations used. Studies of drinking 
behavior are relevant here. One of the most signifi- 
cant of the alcohol epidemiological studies was the 
American Drinking Practices study by the Social! 
Research Group (Cahalan et al. 1964). This re- 
search described drinking behavior by five designa- 
tions: abstainers, infrequent (lrinker«, light, mod- 
erate, and heavy drinkers. These designatjons were 
computed using the quantify one consumed ("how 
much"), the frequency ("how often") one drinks, 
and the variability ("how typical or usual") of this 
pattem.'Therefore a "heavy drinker" could be one 
who only drinks two or three times'a month but also 
usually consumes five or six drinks during these 
incidents; or; who consumes one or two drinks 
every day, but has as many as five or six drinks 
"once in a while"; or, drinks three or four drinks 
several times a week (Cahalan et al. 1964). 

The label of "heavy drinker" can be a pejorative 
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one; consequently, a significant amount of contro- 
versy is generated The basic question suggested 
by this study remains: How can statistics be trans- 
lated into meaningful descriptive cat>^gories? 

Finally, the issue of change presents another 
complication. The use of psychoactive drugs may be 
bsls^ upon (drug) availability, patterns of law 
enforcement, social* fads, etc. As a result, some 
researchers have questioned> the use of epide- 
miological surveys focusing onlj^ on measures of in- 
cidence and prevalence (Robins^ 1977). For this 
reason, treatment and intervention data are in- 
cluded in this presentation. 

The above discussion is offered to sensitize th^ 
reader to the strengths and weaknesses of the data. 
When statistics, representing various research stud- 
ies, are presented in the following report the pro- 
jections and estimations drawn from them repre- 
sent problem indicators which can point toward 
existent and/or emerging patterns. They should not 
be interpreted as, having a reality of their own. 



ORGANIZATION AND 
PRESENTATION 



The chapter will examine the use of conceptually 
different categories of psychoactive drugs and will 
use a series of existing data sets for analysis. This 
organizational scheme is employed because a sin- 
gle, integrated data source is not . available. It 
begins vdth an examination of the use and misuse of 
alcohol. • The discussion then proceeds to non- 
prescription over-the-counter drugs, prescription 
drugs used in a medical context, and— finally— the 
nonmedical use of both illegal drugs (e.g. , marijauna, 

, heroin, etc.) and (prescription) psychoactive drugs. 
To complement these data obtained through sur- 
veys, intervention data drawn from sources such as 
the Drug Abuse Warning Network (DAWN) and 
the Client-Oriented Data Acquisition Process 

. (CODAP) will be presented. 

The data are presented 'So that standard demo- 
graphic and sociological variables can be highlighted. 
These include sex, age, and race/ethnicity; where 
available, occupational status and education will be 
provided. These sociological and demographic di- 
mensions are Uie ones that are nfost uniformly 
recorded across all studies. MoreoV^^and per- 
^ \ of €LX£ixgreater significance — is the assumption 



that age, sex, and ethnicity are among the most 
powerful determinants of behavior. 



ALCOHOL USE BY AMERICANS 



Alcohol Jin beverage form is the nation's most 
commonly used (and abused) substance; through 
the use of large-scale epidemiological studies we 
probably know more about our peoples' consump- 
tion patterns than any other psychoactive drug. 
The consumption of alcoholic beverages is a social 
norm in the United States." In 1964;65, the Ameri- 
can Drinking Practices study examined a cross 
section of the population. This survey indicated 
that less than half (47 percent) of the adult popula- 
tion (aged 21 and over) did not drink or drank less 
than once a month. The majority, however — some 
53 percent— could be considered "regular drink- 
ers," consuming some alcohol (either beer, wine, or 
spirits) at least once a month (Cahalan et al. 1964). 

Shortly after this study, the Federal Govern- 
ment sponsored' a series of investigations aimed at 
measuring the specifics of alcohol consummation in the 
national population. This research, through four 
separate" surveys, extended the population base 
under study to persons 18 years of age and older. 
The findings of the Harris Survey (1972-74) suggested 
that the proportion of drinkers had increased, plac- 
ing the representation of abstainers and infrequent 
drinkers at only 42 percent (U.S. Department of 
Health, Education, and Welfare 1974). Further, a 
study by Gallup focusing on adults aged 18 and 
older suggested that 68 percent of the population 
drinks alcoholic beverages. The interpretation of 
these findings presents some problems. Differences 
in the definition of the base population (including 
for example, lowering the age spread to 18 rather 
than 21) may account for the different findings; 
choice of methodology may also be a complicating 
factor. Finally, drinking patterns may have changed 
over the past decade and a half {Alcohol and 
Health 1974). 

In this chapter we will rely heavily on the work of 
Dr. Carl D. Chambers and his associates published 
in a book entitled Chemical Coping. The statistics 
presented in Chemical Coping are derived from 
some 30,000 personal interviews of persons currently 
living in households and conducted over a 4-year 
period; 30 states and localities are represented 
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(Chambers 1975).^ The consumption index used in 
Chernical Coping is wholly compatible to that used 
in the Ainerican Drinkiyig Practices survey by 
Cahalan et al. (1964). Therefore, the classification 
of drinking patterns and practices is comparable. 
What differs significantly, however, is that Ch^yni- 
cal Coping examined tl)e consumption patterns of 
persons 14 years }Ad and above (cf. American 
Drinking Practices study population of 21 and 
older); therefore, it represents a much wider popu- 
lation base (Chambers 1975). The data are unequiv- 
ocal in their indication that alcohol use (or experi- 
mentation) is a norm in the United States: More 
than four-fifths of our population aged 14 and above 
have drunk alcohol on at least one occasion in their 
lives. 



Prevalence 

Figure 1 provides a representation of the esti- 
mated current drinking patterns of our population. 

In an aggregate sense, only one-third of the na- 
tion's population aged 14 and above claim absti- 
nence. The remaining two-thirds, projected to b*e 

FIGURE 1 .—Distribution of alcohol usage patterns 




Source- Chambers 1975, Cftem/ca/ Cop/ng. 

Copyright 1975 by Spectrum Publications. 



'Hiis study difTew mir^edl> from other ^uneys in that »t» 30.000 hou*^hold mter- 
>Tew» do not repreftent a single probability Mmplef A« »uch. the projections are not 
determined by the more ngorou* «ainpbng technique* found in other studte» The 
ra^or »tr<ngth of the work re^u in ihe ittie of ihe wunple and in the fact that the 
informaUon <*3 cliat#<l consistently throughout the studies, again, the caveat thAt 
these d«ta should not be considered as problem indicaton should be reinforced 



FIGURE 2.— Regular drinkers— sex and age 
by cohort 
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68 percent, drank some alcohol in the year preced- 
ing the reseal*ch. Approximately half of these are 
regular drinkers— that is, . people who consume 
some alcoholii? beverage at least once a month. 

Using a consumption index, (see the description 
provided above) in Cahala^ et al. (1964) which 
combined variables such as the quantity consumed, 
the frequency of drinking, \and the regularity or 
variability of the drinking pattern, the drinking 
population can be categorized primarily as either 
"light"; "moderate"; or "heavy" drinkers (as rep- 
resented in figure 1). 

* When the drinking patterns are analyzed, the^ 
three major groups tend to distinguish themselves 
on a number of demographic and sociological char- 
acteristics. Two of the most apparent are sex and 
age. 



Sex and Age 



Consider the distribution of regular drinkers by 
a^^resented in table 1. While the representation 
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Table —Distribution of regular drinkers, by sex 







Percent representation 




Percent 


in general population 


Sex 


regular drinkers 


age 14 and over 


Male 


61 


46- 


Fema]e 


39 


54 



of males in the population of regular drinkers 
remains noticeably higher than females, there is 
much speculation that the regular use of alcohol is 
increasing among women. 

The regular use of alcohol is also related to age. 
Figure 2 presents a composite of the relationship of 
both variables to alcohol use. The highest propor- 
tions of regular drinkers (about 7o percent for 
males, 50 for females) occur during the early adult 
years. A\'hile the curves vary slightly in shape, the 



trends that they represent appear to hold for both 
sexes. Sociologically, the early adult years empha- 
size both sociability and stress. The transition from 
student or otherwise dependent status to full au- 
tonomy can result" in the widening of^ a young 
"person's social world. Since the Smencari culture 
emphasizes the social use of alc(nol, the increase of 
such use into young adulthood is not surprising. 
Moreover, new stresses and demands necessitate 
new coping mechanisms; and the regular use of 
alcoholic beverages may constitute such a mecha- 
nism. 

The suggestion that there is a strong connection 
between drinking behavior and age can be seen in 
an inverse relationship: As persons get older, their 
consumption— both in incidence and intensity- 
declines. Consider figure 3, in which the slopes of 



FIGURE 3.— Percent of regular andiieavy drinkers among American adults, by sex and age, Fall 1 972 
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the curves represented by both the Harris Study and definitive research is lacking. The relationship of 
Chemical Coping interviews are similar. Here both drinking intensity to social class and status will be 
consumption and intensity demonstrate an inverse explored in more depth below in relation to heavy 
relationship with age. drinkers. 



However, it should be emphasized that these 
data curves represent a cross section of the {ibpula- 
tion and not a longitudinal study. i 

Race/Ethnicity 

The relationship between race/ethnicity and al- 
cohol consumption has been well documented. Early 
studies have described the use of alcohol as primar- 
ily a food or food supplement in French, Italian, 
and other Mediterranean cultures (U.S. Depart- 
ment of Health, Education, and Welfare 1974). It js 
also recognized as a ceremonial accessory for Jew- 
ish people. While remnants of these original ethnic 
\lifferences still persist, racial differences are prob- 
ably more important today. In Chemical Coping 
(Chambers 1975), the racial distribution presented 
in table 2 was observed. 



Table 2.— Racial disinbution of regular drinker^, 



in percent 



Major racial 
groups ' 


Regular drinkers 


Distribution 
in the genera! 
population 


^ White 


85 


89 


Black 


12 


10 


Other 


3 


X 



S^mrce Chamber* 1975 Copynght 1975 by Spectrum Publicitions 



Employment 

Because the use of alcohol is a social norm, we 
would expect the m^ority of the nation's regular 
drinkers to b*=* employed. This proves to be the 
case. The author has prepared a comparison of the 
occupational distribution of the nation's regular" 
drinkers with that of the general, population, ac- 
cording to the 1970 census. (See table 3). 

Note that regular drinking is not uniformly dis- 
tributed throughout the occupational structure. A 
„degree-of werrepresentation ^»an be observed in 
each of the categories except for the white collar 
and clerical group; the large representation of fe- 
males in these categories might partially explain 
the difference. Drinking is also related to the 
relative prestige of the occupations. The patterns of 
overrepresentation are most pronounced in the 
trades groups and among unskilled //orkers. 

The use of alcohol is considered normal behavior: 
Most people have been able to integrate it success- 
fully into their lifestyles. What about heavy 
drinkers — persons who use alcohol daily (or almost 
daily) and are likely to consume several drinks at 
each episode? Can they be distinguished in any 
way? The data indicated that the social and demo- 
graphic characteristics of this gi'oup do distinguish 
them from the larger drinking population. 



Social Class 

Studies exploring the relationship between alco- 
hol usQ and social class have determined that the 
regular use of alcohol does not predominate in any 
given class (U.S. Department^f Health, Educa- 
tion, and Welfare 1974). However, while prevalence 
(or extent) of alcohol use occurs throughout the 
social class structure, the intensity (or "how much") 
of consumption suggests a negative relationship to 
social class. Much speculation— ranging from hy- 
potheses about coping mechanisms to those concerned 
with cultural patterns — has been offered in con- 
junction with the observation. As yet, however. 



Table 3.—Distribution of regular drinkers by 

occupational s tatus, in percent 

Proportion of Representation 
Group by occupational regular in the 

status drinkers general population 



Professionals, 



technical managers 


16 


14 


White collar, clerical 


5 


10 


Skilled, semiskilled 


21 


17 


Unskilled 


7 


3 


Male high school students 


4 


5 


Female high school 






students 


2 


5 


Male college students 


3 


3 


Female college students 


2 


2 


Housewives 


16 


24 



Sourte Chamben* Chnmcal ('ifpmg Copynght 1075 by Si)ectnim Public** 
tion 
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Heavy Drinkers 

Sex and Age 

It has been shown that the representation of 
males in the nation's drinking population exceeds 
its representation in the larger population. This 
relationship is even^mbre striking in those drinkers 
whose consumption pattern can be classified as 
heavy. Consider the distribution shown in table 4. 

These data point to clear sex differences in 
degree of alcohol consumption. While recent data 
suggest that this pattern may be changing, the 
population of heavy drinlcers will probably remain 
predominantly male for the foreseeable future. 

The data displayed in figures i and 3 show the 
strong relationship between alcohol use and age. As 
the cross-sectional data indicated previously, drink; 
ing tends to begin early in an individual's life, pro- 
gresses steadily through the late adolescent and 
early adult years, reaches a peak in the late twen- 
ties and thirties, and then gradually declines as the 
individual matures. For the "heavy drinker** (es- 
pecially in the male group) the peak tends to occur 
later: For the males it is in the late thirties rather 
than the late twenties; for women, it reaches into 
the late rather than the early twenties. One expla- 
nation for the sex and age relationship might ppsit 
that concurrent patterns of life stress and social 
expectations affect women at an earlier point in 
time than they affect men. 

Ethnicity/Race 

The available data indicate that ethnicity and/or 
race do affect degree of drinking (U.S. Department 
of Health, Education, and Welfare 1974). Many of 
the research studies point to the difference in 
intensity (the amount consumed)" versus irycidence 
(the number of occasions one consumes) of drink- 
ing. The Je>vish population for example, has a 
relatively high incidence of consumption, but on 
specific occasions they tend to be moderate in their 
intake {Alcohol and Health 1972). 

The data derived from the combination of studies 
presented in Chemical Copniji^uggest that although 
minority groups tend not to beSpverrepresented in 
their use of alcohol, certain gmips who do drink 
tend to con^me more (Chambers 1975). This ob- 
servation encourages a number of explanations 
ranging from observed differences in subcultunil 
patterns to the hypothesis that heavy drinking is an 
adaptation to the stresses of underclass life by 
'jj*^nin minority group members. These specula- 
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Table A.—Distribuiion of heavy ^versus regular 
drinkers and base population, in percent 

Percent general Percent moderate/ Percent heavy 
Sex population light drinkers drinkers 

Males 46 , 55 77 

Females 54 45 23 



tions should necessarily be research priorities in 
the future. ^ iy * 

Social Class 

Heavy drinking is also associated with social 
class. Not surprisingly, the data suggest an over- 
representatioji of lower clas^ persons among heavy 
drinkers. When cj^ss^ considered and other fac- 
tors controlled for, tne representation of higher 
status persons — upper and upper-middle class — 
indicates a preponderance of moderate and light 
drinkers (24 percent are classified in the moderate/ 
light category, while 17 percent are classified as 
heavy drinkers). Among the middle class, the rep- 
resentation is relatively balanced between heavy 
and moderate/light consumption patterns (about 8 
percent each). Finally, when the lov^fer' class is 
considered, the picture changes drastically. In this 
group the representation of heavy drinkers noticeably 
exceeds those classified in the moderate and light 
categories (about 16 percent heavy versus 10 percent 
moderate/light). Again, several interpretations- 
such as those emphasizing cultural or adaptive 
functions — are plausible. Both epidemiological and 
social psychological research focusing on alcohol use 
by different social classes in a variety of ecological 
settings is needed to increase the understandi\ig of 
drinking behavior. 

Employment 

Occupational status and drinking patterns dem- 
onstrate a relationship similar to that observable 
for consumption ahd social class. While the inci- 
dence of drinking tends to enjoy a positive relation- 
ship with higher-status occupational categories, the 
intensity of consumption demonstrates an inverse 
relationship. Consider figure 4. Heavy drinking is 
more prevalent in the trades (skilled and semi- 
skilled categories) and among unskilled workers 
than among white collar workers and professionals. 
Studies have indicated that those occupational dif- 
ferences in consumption patterns are independent 
of social class (U.S. Department of Health, Educa- 
tion, and Welfare 1974). 
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FIGURE 4.— Employment status characteristics 
and drinkihg pattems 
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Source. Chambers ^975, Chemical Coping. 

Copyright 1975 by Spectrum Publications 

Recently, alcohol use by armed services person- 
nel has attracted scientific notice. Two separate 
studies of drinking pattems, one concentrating on 
the Army and the other on tlie Navy, have indi- 
cated that both officers and enlisted men drink 
more often and more intensely than civilians of 
corresponding ages. Heavy drinking and problem 
drinking (usually meaning drinking that causes 
problems with homeyfamily life, occupation, or the 
legal system) declined with increasing age, rank» 
and length of service. However, older enlisted men 
continued to drink heavily and to drink more than 
the younger enlisted men. While both studies are 
regarded as more preliminary than definitive, they 
do provide significant data addressing alcohol con- 
sumption patterns (U.S. Department of Health, 
Education, and Welfare 1974). 

This section has attempted to summarize some of 
what is known about the consumption of beverage 
alcohol. Alcohol is without question the psychoactive 
substance which enjoys the greatest incidence of 
use; consequently it can be assumed to cause the 
greatest amount of personal and social damage. 



More significantly, however, sir[t!?^lcohol is typi- 
cally the first psychoactive >^ent that one experi- 
ments with, it is not unlikely/that attitudes concerning 
it^ use' will influence the ways in which other 
substances are used and/or abused. There h«is been 
little research to date on the formation of norms 
governing early driig use and its effect on later 
pattems of substance use. Unraveling and under- 
standing this relationship should be seen as an 
important area of future inquiry. 



OVER-THE-COUNTER 
PSYCHOACTIVE MEDICINES. 



The American pharmacopoeia provides an almost ' 
endless supply and variety of drugs which promise 
to assist with all of life's problems; the m&ss media 
are saturated with advertisements to this effect. 
Not the least of these are the psychoactives which 
fopis essentially on four areas: anxiety or stress, 
insomnia, fatigue, and pain. The firstjthree of these 
are of particular concem in this re|)ort. Unlike 
drinking behavior, the use/potential misuse of 
over-the-counter psychoactive medicines has not, 
until recently, been identified as a significant social 
problem. This section will employ the data presented 
in Chemical Copbig to describe the parameters and 
extent of over-the-counter use of drugs by the 
general population aged 14 years and above. . 



Sleep Inducers 

The avaiilable survey data suggest that the use of 
over-ihe-counter hypnotics (any drug used as a 
sleep inducer) is widespread. Chambers'et al. (1975) 
suggests that almost 18 million people— roughly 12 
percent of the study population — have at one time 
.taken a nonprescription sleeping pill. (Some com- 
mon brand names are Sominex and Sleep-eze.) 
These data were projected to indicate that as many 
as 4 million .^people may have used one of the 
medications within the past 6 months. Focusing on 
those who have used any of these preparations 
within the last 6 months, :some significant distinc- 
tions appear in the population. 

Age and sex are strongly related to the use of 
these medications. (See figure 5.) Sixty-two percent 



32 



CURRENT PATTERNS 



of the recent users are women; women, however, 
account for only 54 percent of the base population. 
Over-the-counter hypnotics are also more commonly 
used by older persons; ahnost half (46 percent) of 
the current users of these medications are aged 50 
and above. 

• Other social distinctions do not appeal- to be as 
closely related te current use as age and sex. 
Distribution by 'ethnicity and social class, for exam- 
ple, are fairly consonant with general population 
projections. 

The projections made from these data suggest 
that the major consumers of these over-the-counter 
sleeping medicines are housewives, persons who 
have retired; and those who are either unemployed 
or not currently, in the labor force. Consider the 
rdistributions presented in table 5. Here, the un- 
employed/not in the labor force cat^ories are 
clearly overrepresented. 

. ^. ■ • 



Table 5— Current users of nonprescription 
hypnotics 

Distribution of 
users of non- 
approximate prescriptionsleep 



Occupational/non- distribution of the * inducers, in 
occupational status population, in percent percent 



Females: 




6 


Students 


7 


Employed 


21 


14 


Unemployed/not in 




42 


labor force 


26 


Males: 


« 




Students 


' 8 


4 


Employed 


36 


19 


Unemployed/notin 




15 


labor force 


2 



Souwe: Chambers 1975, Chemical Coptny. Copj-nghl 1975 by Spectrum Publi- 
catioiu. * - ' 
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Over-the-Counter Tranquilizers 

Recently arrived on the proprietary market are 
the tranquilizers (e.g., Compoz, Quiet World). 
Women, especially those above 35, are strongly 
represented among the population of current/regular 
users (Chambers 1975). 

There is somewhat more of a tendency for middle 
and upper-middle class women to be regular/current 
users of these medications. Moreover, whites are 
more likely to be users than nonwhites (Chambers 
1975). 



Over-the-Counter Stimulants 



The use of over-the-counter stimulants seems to 
occur most frequently among the young and the 
employed. (Examples of these medications include 
NoDoz and Vivarin.) The data. suggest that the 
major users of these medications are students. of 
both sexes and employed males. Students comprise 
23 percent of recent users, and employed males 
comprise an additional 45 percent of the same 
population. If the occupational areas of these work- 
ers are^jlefined, the primary overrepresentations 
occur in the trades (unskilled/skilled workers) and 
among the service and sales occupations. These 
data are fully displayed in tables 6 and 7* 

As the trades and service/sales personnel are 
overrepresented, it might be coryectured that these 
medications are being used to increase perfor- 
mance/productivity on the job. 



Table 6.— All current users of over-the-counter 
stimulants, iq percent 

Approximate Distribution of users 

Occupational/non' distribution of of proprietary 

occupational status the population stimulants 

Females: 

Students 7 10 

Employed 21 13 
Unemployed/not 

in labor force '26 12 
Males: 

Students 8 13 

Employed 36 45 
Unemployed/not 

in labor force 2 7 



Source. Chtmber* 1975. CA^mico/ Coptng topynghl 1975 by Spectnim Publi- 
cations ^ 



Summary of Over-the-Counter Psychoactive 
Drug Use 

The use of over-the-counter psychoactive drugs, 
is widespread. The results of research sponsored by 
the National Commission on Maryuana and Drug 
Abuse in 1971 suggested that at least 13 percent of 
all network television commercials are devoted to 
promoting over-the-counter medications (the Com- 
mission 1972, 1973), suggesting that the market 
must be a lucrative one. A recent report suggests 
that the average family of four spends 64 cents per 
week on proprietary drags; these medicatidhs rep- 
resent some 25 percent of the total drug market 
(the Commission 1972, 1973). If a need does not 
currently exist, these media campaigns are proba- . 
bly helping to establish one. ^ * 

While many persons have used and currently do 
use these over-the-counter medications, it appears 
that there are noticeable differences in use of the 
different kinds of proprietary drugs. Data on drug 
type correlated with age have been combined in 
figure 5. The concentration of stimulant-users in the 
young adult (ages 18-24) cohort — primarily workers 
and student^ — encourages the speculation that this 
population is using the over-the-counter stimulants 
to increase productivity or performance; to main- 
tain productivity and/or performance in the face of 
competing demands or a combination of both. Caf- 
feine, the principal ingredient of these proprietary 
drugs, has little of the abuse potential of the 
sympathomimetic amines since the reaction it en- 
genders does not begin to approach that of the 
amphetamine and amphetaminelike drugs. Other 
research suggests that it is not likely that many of 
the users are entirely satisfied with these drugs 
(Parry 1973). 



Table 7.— Employed current users of over-the- 
counter stimulants, in percent 



Approximate 
distribution of 



Percent of 



Worker 


total 


total users of 


Classification 


labor force 


OTC stimulants 


Unskilled 


5 


12 


Skilled/semiskined 


29 


34 


White collar/Other 


17 


4 


Clerical professionals, 






manager owners 


23 


10 


Service/sales/others 


26 


40 



Sourw Chimber* 1976. Cfifmua! Coping Copvright 1975 by Spectrum Publi 
cations 
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Table 8.- 


-Drug clacses: distf{bution of regular users by sex, in percent 








Hypnotics ' Stimulants 


Tranquilizers 




Sex 


Prescription OTC Prescription OTC 


Prescription 


OTC 


Male 
Female 


43 38 63 65 
57 62 37 35 


33 
67 


30 
70 



Source Chamber* 1975. C^mico/ Coping Copyright 1975 by Spectrum Publication* 



The striking concentration of hypnotic users in 
the oldest age cohort is more difficult to explain. It 
^oes epcourage the speculation that restricted ac- 
cess to medical services occurs in this cohort, and 
the tenderRytuward self-medication emerges. 

The curve for the age distribution ofi)roprietary 
tranquilizer users roughly parallels that of the 
general population until the early thirties when a 
decrease in usage is seen. 

When comparisons of regular users of these 
over-the-counter medications are made with the 
regular users of the prescription psychoactive medi- 
cations (such as barbiturates, minor tranquilizers, 
and amphetamines), a number of interesting simi- 
larities arise. Some caution must be used in compar- 
ing these 3ata, however. While most (about 75 
percent) of the regular users of these prescription^ 
drugs report legitimate use of them— i.e., obtaining 
these substances wholly through their own pre- 
scription and using exactly as directed— a substan- 
tial proportion do not. (The author speculates that 
such misuse is probably overconcentrated in the 
younger cohorts.) 

The overrepresentation of women in the popula- 
tion of over-the-counter hypnotic users (seen in 
table 8) can be examined against the over- 
representation of males among both regular and, 
especially, heavy drinkers. Since both over-the- 
counter hypnotics and alcohol are CNS depres- 
sants, it encourages the -peculation that this repre- 
sents a sex-differentiated pattern. It would be 
worthwhile to monitor the effects that changing 



drinking patterns— i.e., tendency towards the adop- 
tion of the "masculine" patteni by women— will 
have on the long-term use of hypnotics, lit a further 
breakdown of drugcategorie^i.e., examinin^hyp- 
notics, stimulants, and tranquilizers— other sexual 
differences emerge: 

Before commenting further on these sex distri- 
bution patterns, it is also relevant to make age 
comparisons, which reveal some striking differences. 
(See table 9.) xt should be stressed that these age 
curves suffer from the same limitation as the "alco- 
hol and age" distributions. The data are cross- 
sectional and not longitudind. Therefore, on the 
basis of these data, cannot conclude that there is 
a progression from one kind of drug to another; we 
can only observe that cohort behavior differs.) 

This table encourages a number of observations. 
First, the age distribution of those who use hypnot- 
ics is remarkably consistent between over-the- 
counter and prescription medications. The consis- 
tency holds in the users of stimulants for persons 
under 35. However, the distributions essentially 
reverse themselves in the two older cohorts of 
stimulant users. Further, there appears to be a 
clustering of over-the-counter tranquilizer users hi 
the younger cohorts. This would encourage the 
speculation that over-the-counter tranquilizers are 
tried first, and as the results are defined as inade- 
quate over time, a prescription is obtained for a 
more potent agent. 



Table 9,— Drug classes: distrib 

Hypnotics 



\regular users by age, in percent 



Stimulants 



Age 


Prescription 


OTC 


14-17 




10 


18-24 


14 


13 


25-34 


10 


13 


35-49 


22 


18 


60 + 


45 


46 



Prescription 



OTC 



17 
38 
20 
8 
17 



16 
41 
20 
15 
8 



Tranaailizers 



nj 



Prescription 



3 
10 
15 
29 
44 



OTC 



15 
22 
22 
19 
22 



O lource Chamber* 1975. Chtmical Coping Copyright 1975 by Spectrum Pubhcttions 
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PRESCRIPTION PSYCHOACTIVE 
DRUGS 



The use, misuse, and abuse of prescription 
psychoactive drugs has been a major topic of con- 
cern for more than two decades. While the full 
extent .of legal drug use is not known, there have 
been projections suggesting that a very sizable 
proportion of the population has used or is using a 
prescription psychoactive drug. Many persons in 
the professional community have been arguing for 
more than a decade that many of the psycho- 
tropicsyespecially the minor tranquilizers (such as 
diazepam) (Valium), sedatives, and hypnotics (es- 
pecially barbiturates and nonbarbiturates such as 
.methaqualoneV— have been overprescribed. This* is 
an ongoing debate, however, and probably will not 
be resolved easily. 

Just as misconceptions surrounded akohol abuse 
and problem drinking, many members of the medi- 
cal community have a stereotyped view of the drug 
abuser as-'the '^street" addict and fail to recognize 
the extent of medicine misuse in the general popu- 
lation. Too, we are just becoming aware of the 
long-term effects of certain of our medications. For 
instance, we are just discovering that diazepam is 
addicting and that occasionally persons on high 
• doses of diazepam will suffer severe and even fatal 
withdrawal symptoms if they are suddenly removed 
from the drug (Blackwell 1977). Recently, the Na- 
tional Institute on Drug Abuse identified the mis- 
use of sedatives and hypnotics as a major priority in 
terms of research and service delivery (Carter 
1977). We are also beginning to realize that many 
people for whom powerful psychotropic agents are 
prescribed are ignorant of tha action of these drugs 
and of the dangers involved in not taking them 
exactly as prescribed or mixing them with alcohol 
or other agents. 

This section mil examine the use of prescription 
psychoactive drugs. Prevalence patterns, the social 
and demographic characteristics of users of pre- 
scription psychoactive drugs, and related patterns 
of other drug usages will be presented. Data will be 
primarily drawn from two large survey efforts. 



Prevalence 

The extensive . use of psychoactive drugs is a 
relatively new phenomenon. While many seda- 
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tive/hypnotic^and stimulant drugs had been developed 
in the early part of the twentieth century, it was 
not until the 1950's and later that the psychoactive 
armamentarium was to include a substantial range 
of tranquilizing and antidepressant drugs, thereby 
making sedation without sleep possible. Both the 
medical profession and the general public readily 
seized upon the possibilities offered by these medi- 
catiovis, and these drugs (especially the minor tran- 
quilizers) became some of the most prescribed In 
medical practice. In 1975, for example, some 87 
million prescriptions were written for mmo^ tran- 
quilizers. Diazepam became the most widely pre- 
scribed drug' in medical practice (Blackwell 1977). 
In 1970, alone, some 214 million prescriptions wei% 
filled for sedatives/hypnotics, stimulants (including 
anorectics), minor and major tranquilizers, -and 
antidepressants. ITiese drugs accounted for 17 percenj; 
of the total prescriptions of all kinds^iUed in drug 
stores in the United States (Parry 1973). 

Data are available on the population of persons 
who have used-^sten^ibly under full medical 
supervision — prescription psychoactive medications 
for the alleviation of some symptoms of psychic 
distress. In mid-1973 the findings of a national 
study conducted during late 1970 and early 1971 
were published. Data from this research, conducted 
under the aegis of the National Institute of Mental 
Health, are presented in the next section (Parry 
1973). Some 2,552 persons ages 18 to 74 were 
surveyed by means of probability sampling metii- 
ods; represented were a cross section- of American 
adults living in households. (This of course excluded 
those who were institution alii^d or not living in 
households during the study .period.) 

The widespread^ use of prescription psycho- 
therapeutic drugs, is evidenced by Table 10. 

Sex, Age, and Residence 

The use of these drug-types listed above is closely 
related to sex: Women are bcth more likely to use 
any of these agents and appear to start using these 
medications at an earlier age. The use of minor 
tranquilizers is the most commonly reported in any 
sex and/or age cohort. The use of stimulants is 
common in the younger cohorts of women; this may 
reflect the use of amphetamines and amphetaminelike 
medications in weight control programs (Parry 
1973). 

Among women the use of (any) prescription 
drugs is fairly constant by cohort after age 30. 
Among males, however, the prevalence increases 
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TABLE 10.-tyse Of prescription psychotherapeutic drugs during the past year by dmg class and by 
sex and age, in percent ^ 



Age group 



Sex/drug class 



18-29 


30-44 


45-69 


, 60-74 


All persons 


5 
1 
1 

(M 
• (2) 
6 
94 


7 
2 
1 
2 
1 

" 12 
88 


9 
2 
2 
\ 
1 
14 
86 


11 

1 

7 

4 
(2) 
21' 
79 


8 
2 
3 
2 
1 

13 

87 • 


100 
241 


100 

282 


308 


100' 
218 


100 \ 
1,049 . 


12 
10 
3 
2 
1 
23 
77 


21 
il 
3 
2 
2 
32 
68 


22 
6 
4 
2 

' 2 
31 
■ 69 


25 

3 

8 

2, 

2 
32 
68 


20 
' 8 
4 

. 2 
'2 
29- 
71 


100 
340 


100 
411 


100 
420 


100 , 
332 


100 < 
1,503 



Men: 

Minor tranquilizer/ 

sedative 
Stimulant 
Hypnotic 
Antidepressant 
Mijor tranquilizer 

Used any 
. Used none 
T^tel 

No. of persons 
^ Women: 

Minor tranquilizer/ 

sedative 
Stimulant 
Hypnotic 
Antidepressant 
Mc^or tranquilizer 
Used any 
Used none 
Total 

No. of persons 



7 



*LeM th»n 0.5 peretnt. . . , , . 

Souree: Pirry im,ArrMtvtMofGfneTxitr$ycht(itn,.3Mne 1973. Vol 28 Cop>'nsht 197:1. Am**ncan Mwhc.l A«coo«tion 



Steadily with more than three times as many men in 
the oldest cohort using these drugs than in the 
youngest cohort. While minor tranquilizers still 
. remain the most frequently used medications in the 
oldest cohort of males, the representation of hyp- 
notic users rises dramatically. ^ 

Sex, age, and area residence were. closely associated 
with the use of psychoactive medications. Consider 
the distribution shown in table 11. 

When the type of drug is considered, the minor 
tranquilizers are most prevalent regardless of re- 
gion. On the other hand, persons in the West are 
more likely to use psychotropics than persons in 
other regions of the country. The use of stimulants 

Table 1 1 —Use of prescription drugs by sex and 
region, in percent 



Sex 


Northeast 


North Central 


South 


^st 


Men: 
Users 
Nonusers 


U 

89 


13 
87 


U 
89 


Si 

79 


Women: 
Users 
Nonusers 


24 
76 


29 
71 


30 
70 


37 
83 



Sonnt ?Mrryim.Artha>e,ofGfnfrotPMythtatry June 1973 Vol 2^ Copy 
nirht 1973. Amenc«n Mtdicil AMOCJtUon 



and hypnotics is also relevant to regional breakdowns. 
Researchers in the NIMH study speculate that 
differences in regional distributions can partially be 
explained by differences in lifestyles, attitude, and 
values distinguishing the West from the rest of the 
country. Other studies have indicated that use of 
illegal drugs such as marijuana and drinking have 
been reported to be higher in the West. 



Use Patterns 

The study also detailed the usage patterns of 
these drugs by determining two characteristics of 
use— frequency and duration (intensity or the amount 
consumed was not reported on). Three usage des- 
ignations resulted: 

High: Those whose maximum pattern involved 
regular daily use for at least 2 months. 
Medium: Those whose maximum pattern involved 
regular daily use for a period of at least a week 
but less than 2 months; and those whose maxi- 
mum pattern involved intermittent use on at 
least 31 occasions. 

Loiv: Those whose maximum pattern involved 
regular daily use for less than a week, and those 
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Table ^2,— Highest level of use ever attained by persons who used prescription drugs during past year by 
class of psychotherapeutic drug, in percent^ 

n - 2,552 





Minor 














tranquilizer/ 








M£uor 




Use levels 


sedative 


Stimulant 


Hypnotic 


Antidepressant 


tranquilizer 


Any 


High 


5 


2 


1 


1 


1 


8 


Medium 


5 


2 


1 


1 


1 


7 


Low 


5 


1 


1 






6 


Used any 


15 


5 


3 


2 


1 


22 


Used none 


85 


95 


96 


98 


99 


78 


ToUl 


100 


100 


100 


100 


100 


100 



*Perc«nU{«« are but^ oh toUl popuUUon. 
'Lets thiA 0 S ixuxtnU 

Source: Pmy 1978, Archtv€* cf Cenant Pty<htatry, June 1973, Vol. 28. Ctopyngt.t J973. American Mtdical Atnodatlon 



whose maximum involved intermittent use on 
fewer than 31 occasions. 

Table 12 outlines the level of use by the population 
of psychoactive drug users. Note that the distribu- 
tion of the population of current users of minor 
tranquilizers/sedatives and hypnotics is evenly di- 
vided between the three categories; a similar distri- 
bution can be observed for the entire population 
of usf rs. 

When only use levels are considered sex differ- 
ences in usage patterns tend to flatten out. The 
distribution presented in table 13 emerges. 

In summary, a high level of prescription psy- 
choactive drug use seems to be positively associated 
with the three demographic and social characteris- 
tics (Parry 1973), as follows: 

Age: The highest psychoactive drug seems to be 

concentrated in the adult cohorts. 

Region: When the larger population of users is 

considered, the West emerges as having tl^ 

largest concentration of high level users. When 

the data are considered for high use, regional, 

differences tend to disappear. 

Social Class: High levels of use appear to be 

more prevalent among the persons in the lowest 

quartile of the Index of Social Position scale. 

Among these persons, approximately half (48 

Table 13. — Use patterns of psychoactive drugs by 
sex, in percent 
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Use lev'els 


All users - 


Males 


Females 


High 


3f 


41 


36 


Medium 


33 


30 


34 


Low 


27 


27 


27 


Missing data 


3 


1 


2 



Soure* Ptny 1913, Arzhtitt of Gt rural Piytktatry June 1973. Vol 28 Copy* 
nght 1973. American M«dical Auociation 



percent) liave been using their medications stead- 
ily for 2 months or more; of these, less than 
one-third (29 percent) are women who can be 
, described as lower social class housewives. This 
study challenges the myth of the '^middle class 
housewife pill popper.*' 



Overview 

Much of the data about prescription psychoactive 
drugs presented above raises significant issues 
about both the population receiving/den* ending 
these medications and the practitioners who are pro- 
viding them. The extent of use detailed in the above 
study is considerable; one might even question 
whfether the same proportion of American adults (22 
percent) actually even consulted a physician during 
the past year. 

The study mentioned earlier (Chambers 1975, 
Chemical Coping) included a larger population base 
than did the NIMH research including persons aged 
14 and above— ^and employed a different methodol- 
ogy. It therefore advanced a number of different 
projections, ^vhich are best regarded here in a 
comple;nentary rather than comparative fashion. 
Consider the following proportion of regular users 
of prescription medications who use two or more 
drugs (Chambers 1975): 

* ' Proportion (percent) 

Barbiturates 33 

Other-sedatives 33 

Minor tranquilizers 15 

Major tranquilizers 1 

Antidepressants 50 

Amphetamine "pep pills" 25 

Amphetamine "diet pills" 1 
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Although the multiple use of^these medications 
clearly occurs frequently in the population of users, 
we know little about the organization of this 
behavior— i.e., whether ^1 of the medications a 
person is- taking have been prescribed by a single 
physician, or whether the person is under the care 
of several doctors, each of whom is unaware of the 
services provided by the others. 

The data in Chemical Coping suggest that ap- 
proximately 65 percent of these users of prescrip- 
tion psychoactive drugs are regular drinkers and 
about 10 percent of these exhibit a drinking pattern 
which would place them into the "heavy drinking" 
categoiy. Table 14 displays further data on pre- 
scription psychotropic use and drinking. 

Table Regular use of prescription 

psychoactive drugs and alcohol 
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Regular drug users' 


Percent who are 
regular drinkers 


Percent who are 
heavy drinkers 


Barbiturates 


50 


10 


Other sedatives 


70 


10 


Minor tranquihzers 


40 


15 


Major tranquihzers 


35 


10 


Antidepressants 


20 


10 


Amphetamine "pep piHs" 


90 


50 


Amphetamine "diet pills" 


50 


30 



'lUffuUr uw refer* to um* «t irant oncf a mQnth 

Source Chamben 1975 Chrmu^l d^ing Copvnjihf b\ Spw^rum i>ubl» 
catioiu 

If anything, these data seem to understate the 
extent of dual use. Data on acute drug reactions, 
considered later in this chapter, show that alcohol 
in combination with other psychotropic drugs ac- 
counts for not less than 8 percent of the reported 
cases. It is probable that the public is not aware of 
the seriousness of concurrent usagfe. Moreover, it is 
likely that for many of these concurrent users, 
alcohol is not even considered a "drug," and there- 
fore little caution is exercised in its use. 
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INTERVENTION DATA 



The survey data presented to this point have 
relied on the statements provided by the study s 
respondents; the data which follow will be taken 
from institutional sources. This section will exim- 
ine the sociologic and demographic characteristics 
of those persons who have experienced some kind 
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of adverse reaction due to drug usage and the same 
characteristics of those who have requested some 
kind of assisunce (usually a rehabilitative senile) 
for their drug problem. These data have the advan- 
tage of relating to defined populations — e.g , all 
those who are "in treatment" in a given year— but 
have the disadvantage of examining oviy those 
whose drug usage has achieved proportions requir- 
ing or calling for some kind of external inten^en- 
tion. 

Project DAWN 

The Drug Abuse Warning Network (DAWN), a 
system sponsored jointly by the Drug Enforcement 
Administration (Department of Justice) and the 
National Institute on Drug Abuse, is designed to 
collect data on acute drug reactions (overdoses, 
suicide attempts, etc.) through emergency depart- 
ment and inpatient units of non-Federal, short- 
term general hospitals; county medical examiners; 
and crisis intervention centers not directly affili- 
ated with colleges and universities. This effort has 
been in operation since 1972. DAWN was not 
designed to represent a definitive statement of 
current drug use. Rather, the system works in 
tandem with other measures to provide an addi- 
tional perspective on drug use patterns. The most 
current reports from DAWN include data from 23 
standard metropolitan statistical areas. 

Some caveats are indicated i<. aoing DAWN data. 
DAWN records "drug mentions," meaning that the 
total number of drugs reported are recorded. Thus, 
if an individual is taking several different drugs, 
each drug will appear as an individual mention. 
Project DAWN also does not differentiate between 
the number of irfdividuals that present themselves. 
Therefore, if a single person presents himself/herself 
due to drug-related problems several times in a 
year, the data will reflect this as several different 
oases. This is a particular problem intrinsic to data 
coming from drug crisis centers. 

To supplement these data, a large emergency 
room study in Miami, Florida will be considered as 
a complement to the DAWN system. This research 
was conducted by the Division of Addiction Sci- 
ences in the University of Miami School of Medi- 
cine. In this effortr-besides simply recording the 
usual DAWN demographi and dru^ mention&— an 
attempt was made to interview people prest^^ting 
themselves in the emergency room of Jackson Me- 
morial Hospital, the largest hospital in Dade Coun- 
ty. 
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Below ^ the data coming from both sources will be 
presented. The DAWN data are summarized from 
Phase III, which represents a range of drug prob- 
lems surfacing in 1975 and 1976. The Miami emer- 
gency room study is somewhat more extensive and 
presents some interesting trfend data from 1973 and 
1976. 



Overview of Total DAWN System 

During thi 13-month period beginning in April 
1975 and ending in April 1976, some 192,379 arug 
abuse episodes were reported. These separate epi- 
sodes involved\some 266,880 different dnjg men- 
tions. The majority of these episodes and mentions 
(60 ahd.62 percent, respectively) occurred in hospital 
emergency rooms. Almost a third of the remainder 
were reported by crisis centers. Not unexpectedly, 
the demographic and social characteristics of per- 
sons using the different reporting centers (i.e.,^ 
hospital emergency rooms as opposed to crisis 
centers) are different. The median age of the emer- 
gency room population was 26.9 years, while the 
median age of the crisis center client was 21.9 
years. While 20-29 was the modal age for both, not 
surprisingly, the representation of persons IS years 
old or younger was twice as great in the crisis 
centers reports as in the emergency rooms reports. 

The distribution by race al:;o varies between 
emergency rooms, crisis centers, and medical ex- 
aminers. Limiting analysis to blacks and whites, 
the emergency rooms report a population of some 
76 percent white and 21 percent black; the crisis 
centers report a white population of 79 percent and 
a black population of 18 percent. This distribution 
changes radically in the population reported by 
medical examiners. Here, the proportion of whites 
drops dramatically to 69 percent while the propor- 
tion of blacks rises to 27 percent. Each of these 
reporting centers varies by sex as well. Some 42 
percent of those presenting themselves in an emer- 
gency were mafe, while 58 percent were female. 
These proportions are reversed in the crisis center 
population, where males are identified in 56 percent 
of the episodes and females involvecj in.X)nly 44 
percent. In the medical examiner caseloads, some 
63 percent are male versus 37 percent female. 
The^e distributions vary noticeably from the over- 
all population projections which indicate that males 
constitute 48 percent and lemales constitute 52 
percent of the nation's population. These demo- 
graphic observations could be summarized by 
suggesting that (DAWN, 1975): 



• The typical DAWN episode in an emergency 
room or crisis center involves a person who is 
younger than median age. 

• If the' report was provided by an emergency 
room or crisis center, a white was typically 
involved, if the report derived from a medical 
examiner, the episode likely involved a black. 

• If the report derived from a crisis center or 
medical examiner, it was likely to involve a 
male; if the report came from an emergency 
room, it was likely to involve a female. 

Drug Mentions 

When the relative frequency of drug mentions 
are compared over the 21-month reporting period, 
a relatively consistent pattern emerges. Table 15 
presents a rank order of these drugs by reporting 
period. 

The 1974-75 data indicate that more than one- 
fourth (26 percent) of all drug mentions involved 
three drugs: diazepam, alcohol-in-combination, and 
heroin. The same ranking was reported for the 
earlier period; however, these drugs account for a 

Table ^5.— Ranking of leading drugs of abuse— 



DAWN II and III project 




DAWN III 


DAWN II 




(n = 


266.880) 
Percent of 


in- 


167.759) 
Percent of 


Drug 


Rank 


mentions 


Rank 


mentions ^ 


Diazepam 


1 


10 


1 


8 


Alcohol-in-combination 


2 


8 


2 


7 


Heroin 


3 


8 


3 


7 


Marijuana 


4 


4 


4 


5 


Aspirin 


5 


3 


6 


4 


LSD 


6 


3 


5 


4 


Secobarbital 


7 


3 


7 


3 


d-Propoxyphene 


8 


2 


12 


2 


Chlordiazepoxide 


9 


2 


10 


2 


Methadone 


10 


2 


9 


2 


Speed 


n 


2 


U 


2 


Amphetamine 


12 




13 


2 


Flurazepam 


13 




1? 


1 


Secobarbital/amobarbital 


14 




15 


2 


Methaqualone 


15 




8 


2 


Phenobarbital 


16 




17 


I 


Hashish 


17 




14 


2 


Cocaine 


18 




18 


1 


Pentobarbital 


19 




16 


1 


Amitriptyline 


20 




22 


1 


PCP' 


21 




21 


1 


Morphine 


22 




23 


1 


Meprobamate 


23 




26 


1 


Codeine 


24 




32 


1 


Glutethimide 


25 




31 


1 



Source NaUonai Institute on Drug Abute. 1975b 
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slightly smaller proportion (22 percent) of the total 
mentions. The actual ranking of most drugs reflects 
their relnl^ive popularity and availability. 

A number of comparisons can be made over time. 
If all the reported drug mentions are roughly 
grouped in four dasses^edative/clepressants {[bar- 
biturate], lionbarbiturate sedative-hypnotics, opi- 
ates, other analgesics); .stimulants; hallucinogens; 
Qnd<)thers (e.g., aspirin, inhalants)— the following 
distribution emerges:* 



Reporting 


Reporting 


period 


period 


1973-7^ 


197^-75 


(percent) 


(percent) 


42 


46 


6 




12 


9 


4 


a 
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Sedatives/depressants 
Stimulants 
Hailueinogens 
Others 

These data suggest an increase in the relative 
representation of sedative/depressant drugs. A 
substantial part of this increase has derived from 
the increase in reports involving tranquilizers. 
Conversely, a decrease in the relative mentions of 
hallucinogens has occurred. Thfs can eithe;- reflect 
an actual decrease in their use/availability or an 
increase in the sophistication of the population who 
uses them which would lessen the probability of 
unpleasant (especially panic) reactions. 

Because DAWN' collects data in sites across the 
nation, regional ?nd SMSA distinctions are possi- 
ble. The following differences have been highlighted 
(National Institute on Drug Abuse 1975b): 

• Los Angeles, Detroit, and San Francisco pro- 
vi^Ied almost half (48 percent) of total heroin 
mentionsthroughouttheDAWN system. (These 

same cities pvovixle only 29 percent of all ding 
mentions.) 

• Two-thirds of all PCP mentions derive from Los 
Angeles, San Francisco, and Detroit. 

• Hashish mentions from Detroit account for 31 
. percent of the total DAWN system reports for 

this drug. Three other SMSAs— Los Angeles, 
Atlanta, and Miami— provide an additional 32 
percent of the total DAWN mentions. 

• TheNew York SMSA accounts for 52 percent of 
the total DAWN mentions of methadone; meth- 
adone accounts for 18 percent cf all drug men- 
tions in New York. 

m More than half (53 percent) of all speed men- 
tion^ occur in Atlanta, Phoenix, and Minneapo- 
lis. ^ 
I Marijuana is ranked first in Washington, D.C. 
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mentions/while 11 percent of all mentions in ^ 
that city involve piarijuana; mai-ijuana accounts ' 
for only 4 percent of the total DAWN mentions, 
in this SMSA the aged 10-^19 cohort accounts 
for 38 percent of mentions compared to 27 
percent for the total DAWN system. 

Here, the evident geogi-aphical differences re- 
flect such factors as the changing ding market- 
place, demogi-aphic shifts, and perhaps, regional 
fads. 

Again, examining the drugs responsible for the 
DAWN episodes, it can be seen that more than 
one-fourth of the total mentions involved* diazepam, 
alcohol-in-combination, or -heroin. 'Characteristics' 
of the persons presenting themselves with an acute 
reaction to these three drug mentions will be 
highlighted i)elow. * 



DIAZEPAM 

Diazepam is the Nation's leading minor tranquil- 
izer. It is extensively prescribed by physicians for a 
wide variety of complaints (National Institute m 
Drug Abuse 1975b). Further: • 

• The majority of persons (57 percent) reported 
obtaining the drug through a legal presci-iption. 

• Females are strongly overrepre^ented: more 
than two-thirds (70 percent) of users are female. 

• More than four-fifths (88 percent) of the epi- 
sodes were reported by hospital emergency 
rooms. 

• More than half (51 percent) of the mentions 
indicated suicide as the motivation; this repre- 
sentation increased slightly to 55 percent if race 
is controlled for and only whites considered. 
Among blacks the suicide attempt/gesture ac- 
counts for 42 percent of the gi*oup. 

• The majority (56 percent) of cases indicate that 
the drug was takeii in combination with another 

' substance. - 

• The majority (55 percent) of reports involved 
persons under the age of 29; among black fe- 
males, almost half (49 percentVwere between 20 
amh^9; only 38 percent of episodes involvmg 
whiteYemales occurred in this cohort. A similar 
pattern differentiating the races can be observed 
in the male cohort. 
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HEROIN 

This drug was responsible for an excess of 20,000 
DAWN mentions during 1975. While the majority 
of mentions (52 percent) were reporte^l in hospital 
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emergency rooms, a fairly substantial proportion 
(37 percent) were reported by crisis centers. Con- 
sidering the social and demographic characteristics 
of these cases, the following distributions are reported 
(National Institute on Drug Abuse 1975b): 

• In more than four-fifths (82 percent) of these 
cases, heroin was solely responsible for the 
episode. 

• Not surprisingly, more' than two-thirds (70 
percent) report dependence; this is reported in a 
slightly greater proportion (72 percent) of the 
black than white (67.9 percent) E.R. mentions. 

• The pursuit of psychic effects or suicide at- 
tempts/gestures were slightly more likely to be 
cited by whites. 

• More than two-thirds (69 percent) of all cases 
were male. 

• Both male and female cohorts exhibit a similar 
racial distribution — 48 percent white and 29 
percent black. 

• Almost two-thirds (63 percent) of the reported 
cases are between the ages of 20 and 29. When 
raceand sex ar^considered independently , these 
data suggest that white males tend to be youn- 
ger than blacks. Seventy-eight percent of the 
whites are under age 29, while only 70 percent 
of the blanks are undqr that age; 19 percent of 
the black males were between 30 and 39, while 
only 13 percent of the whites are in this ccAort. 

• Only a small proportion (14 percent) report 
being employed, while 45 percent report being 
unemployed. 



DAWN Summary. 

Diazepam, heroin, and alcohol in combination ac 
count for some 26 percent (N - 69,084) of the DAWN 
III mentions. In most of the 23 SMSAs," these tWee 
drugs are the most prevalent. The social and demo- 
graphic characteristics of each tend to reflect the 
larger population of regular users of these drugs — 
e.g., male overrepresentation in drinkers, female 
overre presentation in the population of tranquilizer 
users, and sociological differences in the heroin 
users. In each of the three populations, the 20- to 
29-year-olds exhibit the greatest statistical risk of 
having a negative drug reaction. And, with the 
exception of heroin, suicide attempts'gestures 
appeared to motivate a substantial portion (34 
percent for alcohol and 51 percent for diazepam) of 
these acute drug reaction cases. 
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The Miami Study 

An intensive study of persons experiencing an 
acute drug reaction was undertaken in Miami, 
Florida. In manx ways similar to DAWN, it 
endeavored to examine the same problem popula- 
tion more fully (Inciardi et al. 1978). The hospital in 
which the data was collected was a DAWN data 
collection site as well. While the Miami research 
was not as comprehensive as was hoped for, the 
clarity and longitudmal consistency of the data 
make it worth detailed examination. 

The Miami dala is reasonably comparable to the 
larger DAWN effort. Similar reaction patterns 
such as the preponderance of alcohol-in-combination 
and diazepam have been documented elsewhere. 
(The base population of Dade Coupty, however, is 
not typical of other areas of the nation; a substantial 
proportion — 24 percent— of the metropolitan Dade 
County is Hispanic, primarily Cuban.) 

Between 1972 and 1976, some 11,287 drug emer- 
gency cases'patients were documented in Miami. 
The majority, of these were females and heavily 
clustered in the 18- to 37-year age cohort. An 
analysis of the drugs reported to have precipitated 
the incidents suggests that legally manufactured 
and distributed drugs have maintained a majority 
position through the half decade; however, some 
change clearly has been and is occurring. In 1972 
some 41 percent of all reported reaction^ involved 
central nervous syslem depressants. This propor- 
tion has steadily declined from a high point of 42 
percent in -1973 to its current low (in 1976) of 33.5 
percent of all cases. While the proportion of nega- 
tive reactions to ti-anquilizers has increased over 
the period, the overall decrease in CNS depressant 
cases has occurred through the gradual decline of 
hedati\et> and h>pnutics which likely reflect the 
tightening uf cuntrolb un their bale ami di.^tribuiion 
(Inciardi et al. 1978). 

The distribution of herain-relateil incident.N ex- 
hibits, a cuntjiderable amuunt of \ariabiht>. In 1972, 
12.6 percent uf the caheij in\ul\ed heruin, this 
proportion declineil to 7.7 percent in 1973 and then 
surged tu 14 percent in 1976. This ma> well reflect 
un the growing prominence uf Miami as a purt of 
entrv for illicit drugs (especiall> heruin, cucaine, 
and marijuana). 

In addition tu alteratiuns in the pattenih of drug 
use, the o\erall .se.xual distribution of the pupula- 
tiun is changing tu include mure males. For exam- 
ple, in 1972 unl> 33 |>ercent uf the patients presenting 
with an adverse reaction to a major trantjuilizer 
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were male. By 1975, however, this proportion had 
increased to 54.4 percent. A similar shift be 
observed in the minor tranquilizers, barbiturates, 
and nonbarbiturate sedatives (Inciardi et al. 1978). 

Intensive Interviews 

In the» fourth year oLthe research, an attempt 
was made to accumulate detailed information on 
these drug emergency patients. An instrument 
which would elicit data on social and personal 
characteristics, drug use and treatment history, 
arrest history, and other data relevant to deviant 
behavior was devised. Of the approximately 4,000 
acute drug reaction patients and approximately 
5^ alcohol reaction patients,\only 309 and 217, 
respeclively, were interviewed. No systematic sam- 
pling procedure was used. Instead, the willingness 
and availability of the patient and the availability of 
an interviewer determined whether an interview 
would be completed. Nevertheless, the authors of 
the Miami study are essentially comfortabl^<vith 
the findings and feel that they adequately reflect 
the characteristics of the more serious acute cases. 

Regardless of the specific substance (or substances) 
responsible for the acute drug reaction incident, 
these clients represent the more serious cases. 
Specifically, this population could be described 
XInciardi 1977) as: 

• Having no more than a high school education; 
and, in many cases, lacking even this level of 
attainment; 

• Currently receivingor recently having received 
some kind of public assistance; 

• Living in some arrangement other than mar- 
ried, living witlf spouse; 

• Unemployed at the time oMhe interview; 

• Of blue collar status, most commonly an un- 
skilled worker; 

• Having involvement in multiple substance use; 

and 

• Having previous or ongoing involvement with 
the criminal justice system. 

On the basis of the primary drug responsible for 
the incident, four large subpupulations were identi 
fied: They include patients needing treatment for 
(1) alcohol; (2) sedatives; (3) narcotics; and (4) minor 
tranquilizer reactions. Qf these four, the minor 
tranquilizer subpopulation was least likely to fit the 
general sociological description offered above. This 
was particularly true along the dimensions of crim- 
^ laHnvolvement and.multiple substance use. Tran- 
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quilizer users tended to be older and white (and/or 
Hispanic). 

ALCOHOL GROUP 

Characterization of the alcohol subpopulation 
encompasses a number of methodological arid con- 
ceptual difficulties. The interviewers stationed in 
the hospital were instructed to record data on any 
patient involved with alcohol. Consequently, condi- 
tions other than inCoxication or alcohol and other . 
drug reactions were included. Because of the sever- 
ity and variety of problems likely to force a drinker 
into a medical setting, the alcohol subpopulation is 
reminiscent of a "skid row" group. There was, for 
instance: 

• An overwhelming proportion of whites; 

• A predominance of males; 

• An excess of persons having a history of multi- 
ple arrests, presumably for alcohol related of- 
fense^such as public intoxication; and 

• A nuriaber of older persons; while 70 percent of 
the alcohol population is 35 years old or older, 
only 21 percent of the drug group are over 35. 

SEDATIVES GROUP 

Demographically, the population of patients with 
adverse reactions in which a sedative type drug 
was implicated (table 16) could be differentiated 
from the other groups as being: 

• More racially homogeneous (more than four- 
fifths (81 percent) of this group was white); 

• Also predominated by males (58 percent); and 

• Having a higher concentration of younger peo- 
ple than either the narcotics or tranquilizer 
group (53 percent of this group was 24 years old 
or younger). 

This subpopulation was described as being a 
^*cross between the narcotics and minor tranquilizer 
groups" (Inciardi et al. 1978).This gives rise to the 
hypothesis that this population includes both older 
whites (especially women) exhibiting lower multi- 
ple drug and criminal involvement, and younger 
persons (especially white males) who exhibit typical 
(street) multiple use patterns and who are as 
criminally involved as many in the narcotics S^o^ 

NARCOTICS GROUP 

The narcotics group distinguishes itself from the 
other drug populations by: 

• Having the highest (almost 50 percent) repre- 
sentation of blacks; 
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Table 16.— Demographic characteristics of Miami emergency room drug reaction patients -for 3 drug 
subgroups 



Minpr tranquilizers Sedatives Narcotics 

Demographic (n = 47r (n = 78) (n==58) 



characteristics 


n 


Percent 


n 


Percent 


n 


Percent 


Age: 














17 and under 


' 4 


8.5 


,4 


5.1 


0 


0 


18-24 


15 


31.9 


37 


47.4 


21 


36.2 


25-34 


15 


31.9 


25 


32.1 


32 


55.2 


35-49 


8 


17.0 


9 


11.5 


4 


6.9 


50 and over 


5 


10.6 


3 


3.8 


1 


1.7 


Total 


47 


99.9 


78 


99.9 


58 


100.0 


oex. 














Male 


21 


44.7 


45 


57.7 


31 


53.4 


'Female 


26 


56.3 


33 


42.3 


'9.7 


46.6 


Total 


47 


100.0 


78 


100.0 


58 


100.0 


Ethnicity: 














White 


32 . 


68.1 ' 


63 


80.8 


26 


44.8 


Black 


4 


8.5 


6' 


7.7 


28 


48.3 


Hispanic 


9 


19.1 


9 


11.5 


'3 


5.2 


Other 


2 


4.3 


0 


0 


1 


1.7 


ToUl 


47 


lOO.O 


78.. 


100.0 


58 


100,0 



Uoit Alcohol hfi» hctn excluded from thii uble 
Source Incitrdi et a| 1978 



• Being the youngest giuiip, when cunMtieretl in 
aggregate; 

• Being both the most criminally and multiple 
drug involved. 

In summary, the findings of this study show both 
similarity and divergence from the larger DAWN 
patterns. Most of the drug reaction patients come 
to the emergency room because of a negative 
reaction involving legally manu/actured and distri- 
buted drugs. These data are equally clear, howev- 
QTt in suggesting that illegal drugs are responsible 
^6r a greater proportion of emergency room con- 
tacts than in most other cities in the DAWN system 
(Ihciardi et al. 1978). 

While Miami may be somewhat atypical (because 
of its emergence as a significant entry and distribu- 
tion point for illegal drugs) the suggested popula- 
tion profiles point to noticeable differences in drug 
usage. The observed changes in median age and sex 
may portend a series of alterations that will emerge 
in other areas. 

f 

CODAP Data Base 

DAWN and complementary effurtij have fucubutl 
on those experiencing a medical (including pij> chu 
logic) crisis invohing drug u.!>e abuse. A large amount 
'^f data on drug users ij? available through reports 



provided b\ dioig treatment progi*ams. The Client 
Oriented Data Acquisition Process (CODAP) col- 
lects data on the »>ociological antj^lemographic 
characteristics of clients receiving treatment at all 
federally supported drug progi-ams.'^Reports are 
received from approximately 1,800 different treat- 
ment units. CODAP is designed for neither extrap- 
olation nor for the definitive study of incidence or 
prevalence. Its data represents a profile of a par'- 
ticular population: those who find it necessary or 
advantageous to enter treatment for a drug prob- 
If^m. Like DAWN and criminal justice data,' it lacks 
information on people who initiate (and presumably 
continue) drug use but avoid any official institutional , 
contact; however, only survey data avoids this 
proolem (Sample 1977b). 



Primary Drug Use 

Since many persons use a large number and 
variety of psycnoactive drugs, some determination 
of the relative magnitude of individual drug prob- 
lems must be made. The primary drug problem, 
according to CODAP. is abuse of that drug which is 
primarily responsible for the client's dysfunction; it 
constitutes the problem for which the client was 
admitted to treatment. Secondary and tertiary drug 
problems are responsible for correspondinglj' lesser 
tlysfunction (National Institute on Diug Abuse 
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Table M— Primary drug at admissio n by year of admission, in percent 

Drug ^ 
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None 
Heroin 

Illegal methadone 
Other opiates 
- Alcohol 
Marijuana 
Barbiturates 
Other sedatives 
Amphetamines 
Cocaine 
Hallucinogens 
Inhalants 
Over-the*counler 

Other 

Number 



1 QIC 


1975 


2.0 


3.0 


62.4 


60.2 


CTb 




2.1 
7.1 


8.3 


8.7 


12.9 


4.6 


3.9 


2.7 




4.5 


4.7 • 


1.2 




2.4 
1.2 


7.0 


0.2 




0.4 




224.514 


208.172 



1973-1974 



1.0 
62,0 



4.0 
16.0 
, 6.0 



1.0 

io.o 



149.342 



Source: Nttion»l Iruthute on IMjj? Abu«». CODAV d»t.. IJ73-I976. 

1976). Tfte distribution of primary drug problem 
over time is depicted in table 17. 

These data present a mixed picture. The propor- 
tion of people seeking treatment for a narcotics 
problem has remained stable for the 4-year penod; 
almost two-thirds of the treatment population are • 
admitted with a narcotic as' the primary drug of 

&l)US6 

While one might consider the Significant droi>- 
almost 50 percent— in the proportion of persons 
presenting with a marijuana primary dmg problem 
j[i'indicative of a decline i» its use/availa^bility, 
another explanation is more plausible. With the 
increase in the popularity of marijuana and the 
subsequent move toward large-scale decriminal- 
ization, the marijuana user is less likely to be 
moved intl treatment, via criminal justice system 
contact. ThV too, the amount of knowledge currently 
available about the drug might help to keep people 
"out of trouble" by establishing reasonable psy- 
chobehavioral expectations. 

While the representation of sedative-type drugs 
(especially barbiturates) has remained reasonably 
consistent over the 4-year period, recent data sug- 
gest that this sould be monitored as an emerging 



problem. In 1976, 14.3 percent reported a sedative- 
type drug (including alcohol) as their primary prob- 

The data on alcbhol as the^mary dnig are 
somewhat more .ambiguous. The fluctuation of the 
4-year period probably represents the recognition, 
by parts of the treatment system, that alcohol 
indeed has a potential for abuse and its treatment 
should be addressed in a "drug program"— at least 
one tied into the CODAP system. We do know that 
(1) a majority of drug users do drink; and (2) alcohol 
is likely to be the first drug abused. These factors ^ 
are likely to become increasingly significant for 
those presenting with an alcohol problem. 

Regional Difiarences 

Like the DAWN and prescription psychoactive 
data, CODAP data suggest some regional differ- 
ences. The distribution in table 18 is based on a 
State-by-State analysis (National Institute on Drug 

Abuse 1976). , . u u 

These data are clear in their implication that the 
proportion of persons reporting heroiii as their 
primary drug is highest for the Western region and 



Table ^B.-P{imary drug use at ac/m /ss/poJy region (1976). in percent 

' \ Nocth/^ 



Drug 

-Heroin 

Illegal methadone 
* Other opiates 
Alcohol . 
Manjuapa 
O Jarbiturates 

ERIC 



Centra! 

66.^ 
0.2 
2.2 
4.6 
6.4 
8.1 



Norti least 

64.1 
1.4 

3.5 . 
7.2 
6.9 
6.0 
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South 

48.1 
0.4 
3.4 
12 0 
13.1 
9.7 



West 



1.4 
0.1 
1.5 
4.5 
7.9 
5.8 



Total 

62.4 
0.6 
2.1 
7.1 

' 8.7 
7.2 
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lowest for the Southern. Interestingly, when the 
primary problem involves alcohol the distribution 
completely reverses itself, with the highest propor- 
tion emerging in the Southern region and the 
lowest reported by the Western region. Further- 
more, the Southern region distinguishes itself by 
reporting mgryuana, barbiturates, and other seda- 
tives as the primary problems. If the regional data 
is examined' on State-by-State basis some differ- 
ences do arise: * 

• In the Northeastern region. New Jersey, New 
York, and Pennsylvania are responsible for 85 
percent of the primary heroin* reports. 

• Approximately half of the alcohol reports derive 
from New York programs. 

• Not§urprisingly,thedistributionfh)mthe North 
Central region is strongly influenced by concen- 
trations in Michigan and lUinois. 

• Missouri reports the largest concentration (29 
percent) of primary alcohol problems in the 
region. ^ 

• Jn the Southern region, Florida reports thl^^ 
single highest (17 percent) proportion of pri- 
mary heroin problem. 

• Almost half (47 percent) of the Southern re- 
gion's alcohol admissions are reported by Ten- 
nessee. 

• Jn the Western region,- California programs 
account for roughly two-thirds of the region's 

. clients. 

• Arizona presents the second highest proportion 
of primary heroin reports. 

• A substantial proportion (over 20 percent) of the 
primary alcohol problems are reported out by 
program in the Sti.te of Washington. 

While these data are suggestive of both regio nal 
and State differences, any conclusions concerning 
incidence and prevalence are problematic. Social 
norms surrounding drug use, availability and ac- 
cess of programs, and relative demographics are 
powerful explanatory devices when these CODAP- 
derived data are considered. 

When the demogi^aphic characteristics of persons 
who entered treatment in the preceding year are 
analyzed by primary drug, the distributions present^ 
in tables 19 and 20 emerge: 

® Heroin is the primary dnig of abuse for 45 
percent of the whites, 82 percent of the blacks, 
and 78 percent of the Hispanic clients. 

• When age is considered, the overwhelming pro- 
portion of persons in the age cohorts encompassing 
21 to 44 years report heroin is their primary ' 



drug. In persons in the older cohort (over 44). 
the representation of heroin and alcohol is roughly 
equal. Maryuana and inhalants are the modal 
drugs for persons under 18. Some 39 percent of 
this cohort repqrt maryuana as the primary 
drug; more than half (58 percent) of the inhalant 
• ^ clients are under 18. 

• Males are overrepresented in the CODAP 
reporting system and constitute almost Chree- 
fourths (74 percent) of the population. When 
these data are somewhat expanded, this pre- 

^ dominance holds for all of the opiate drugs and 
alcohol, cotaine, maryuana, hallucinogens, and 
inhalants; the strongest representation occurs 
in the alcohol and inhalant subpopulation where 
more than four-fifths (83 percent and 85 percent 
respectively) are male. -The representation of 
females increases noticeably in the barbiturate, 
other sedative, amphetamine, and ovel'-the- 
counter subpojjulations; the strongest represen- 
tation, however, occurs in the other'sedative 
group where males and females are almost 
equally distributed. 

The primary drug subpopulations vary somewhat 
along selected social dimensions. Consider the fol- 
lowing (National Institute on-Drug Abuse 197fi): 

• Unemployment is the norm in each of the 
subpopulations. The representation of un- 
employed persons holds at around 75 percent; 
not surprisingly, the "most employed" sub- 
population is the maryuana group where 
"only" 75 percent are unemployed; the em- 
ployment status of the other sedative and 
over-the-courter subpopulations falls between 
the maryuana and other primary drug groups. 

• Most of the clients (83 percent) were in treat- 
ment voluntarily. Interestingly, the greatest 
proportion of clients legally remanded to treat- 
ment occurred in the cocaine (35 percent) and- 
the maryuana (33 percent) subpopulations. 

• The treatment population divides itself fairly 
evenly on the dimension of education; however, 
a slight majority of clients (52 percent) report^^ 
less than a 12th-grade education. As the marix 
juana group has the greatest pi:oportion (6& 
percent) of people not completing high school, 
the relative youth of this subpopulation is a 
likely explanation 'here. 

In summary, these demographic and sociologic 
data extracted from CODAP support the hypothesis 
advanced for other intervention data that there are 
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Table \9.-Primary tJr ug at admission by racelethoicity. age at admission, and sex, in row 

; ^ Primary drug at admission 



percentages 



Demographic 
characteristics 



Heroin 



Other 
opiate : 



Race/ethnicity: 

White .4§.2 4.1 

Black . 81.6 • 1.3 

• Hispanic . 78.2 1.1 
Other 47.2 2.1 

Age at admission: 

LessibanlS , 4.il 1.2 

18-20 * • *37.7 ' 2.6 

21-25 r * 71.9 2.9 

' 26-30 • • 79.4 2.8 

31-44 72.7 • 3.0 

• Greater than 44 41.0 3.9 
Sex: 

Mali 63.3 2.7 

Female • 59.7 2.8 

A!! cHenU 6r.4 2,1 



Alcohol 



10.2 
4.4 
2.4 

10.4 

8.1 
4.7 
3.0 
3.8 
11.6 
41.2 

8.0 
4.6 
7.1 



Mari- 
juana 



12.2 
4.5 
6.9 

12.0 

38.9 
19.2 
5.9 
3.0 
1.5 
0.6 

8.7 
8.8 
8.7 



Barbi- 
turate 



7.1 
1.6 
2.2 
8.5 

10.4 
9.5 

. 4.3 
2.5 
2.2 
2.5 

4.1 
5.7 
4.5 



Amphet- 
amine 



7.5 
1.4 
1.2 
4.5 

8.7 
8.9 
4.5 
3.0 
2.5 
1.0 

4.1 
6.5 
4.5 



Cocr.ir 



1.3 
1.2 
0.9 
1.7 

1.4 
2.4 
1.3 
1.0 
0.8 
0.3 

1.3 
*0.9 
l.i2 



Other 



12.3 
4.1 
7.2 

13.5 

26.7 
15.2 
6.3 
4.6 
5.8 
9.6 

7.8 
11.9 
8.9 



Total 
n 



1^2,413 
88,294 
29,930 
3,248 

23,062 
27,322 
77,388 
62,678 
42,418 
11,089 

181,244 
62,379 
244,514 



Sourc* Nationil Inftitute on Drug Abuw. CODAP dau. 1976 



differences that do distinguish the users of specific 
kinds of drugs. 

' Drug Use Patterns 

In addition to differences correlated with demo- 
graphic and sociologic characteristics, these drug 
treatment subpopulations vary in relation to their 
drug-related behavior. When the frequency of drug 
use is considered, certain distributions emerge (as 
indicated in table 21). 

• At admissioji, frequency of use by heroin users 
^ suggests a bimodal distribution. While mo^t (73 



percent) report daily use, a noticeable propor- 
tion indicate no present use. 
A similar pattern, though not as clearly defined, 
exists for the '^ther opiate" subpopulation. In 
this group, the proportion reporting no present 
use is similar to the heroin group, but there is 
wider distribution of occasional use. 
» Alcohol is the only other primarj' substance 
which a substantial proportion (49 percent) of 
the clients report using daily. This would sug- 
gest that the drinking behavior is organized into 
a pattern of regular rather than episodic (bender 
or binge) inebriation. 



Table 20.-Selected characteristics of CODAP clients by primary drug (1976) 

Age 



Sex 



Drug ^ 



Heroin 

Illegal methadone 
Other opiates 
Alcohol 
Barbiturates 
Other sedatives 
Amphetamines 
Cocaine 
Maryuana 
Hallucinogens 

Inhalants 
Over-the-counter 

Other drugs 

T 

Souw NttioMi Inititut* on Drug Abute. CODAP d«u. 1976 



M 


F 


0-17 


18-20 


75.3 


24.7 


0.7 


6.8 


77.1 


22.9 


1.9 


9.0 


72.1 


27.9 


4,7 


, 10.6 


83.3 


16.7 


10.8 


7.4 


67.7 


32.3 


21.5 


23.4 


51.0 


49.0 


18.1 


16.2 


68.1 


31.9 


18.5 


22.3 


80.4 


19.6 


11.4 


22.1 


74.0 


26.0 


42.0 


24.6 


73.7 


26.3 


* 32.4 


29.8 


84.9 


13.1 


58.2 


20.6 


54.3 


45.7 


22.0 


12.0 


69.8 


30.2 


12.5 


16.8 



21-25 



36.6 
41.9 
31.1 
13.5 
30.1 
27.7 
31.7 
33.3 
21.3 
26.5 
15.0 
22.2 
32.6 



26-30 


31 + 


White 


32.7 


23.2 


36.3 


29.9 


17.4 


59.0 


25.6 


27.9 


81.8 


13.7. 


54.6 


71.8 


14.2 


10.8 


78.7 


15.2 


28.7 


85.4 


17.0 


10 6 


84.3 


20.7 


12.5 


52.4 


8.7 


3.4 


70.1 


8.6 


2.8 


83.4 


4.9 


1.3 


53.0 


18.0 


26.9 


77.4 


20.2 


18.0 


74.1 



Race 



Black 



47.3 
28.6 
13.9 
22.1 
12:9 

9.9 
11.2 
36.9 
18.5 
10.0 

5.4 
16.6 
16.0 



Other 



16.4 
12.4 
4.3 
6.1 
8.4 
4.7 
4.6 
10.7 
11.4 
6.5 
41.6 
6.0 
9.9 
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Table 2^.— Primary drug at admission by selected drug abuse characteristics, in column percentages 











Primary drug at admission 












utner 




Mari» 


Barbi- 


Amphet' 






All 


clkaracteristics 


Heroin 


opiate 


Alcohol 


juana 


turate 


amine 


Cocaine 


other 


clients 


Frequency of use: 


• 


















No present use 


19.0 


18.3 


17.i 


15.6 


25.1 


31.3 


38.0 


22.0 


19.9 


Less than 
















once/week 


2.0 


5.5 


6.5 


12.6 


11.8 


12.8 


13.7 


16.1 


5.4 


Once/week 


'1.5 


2.8 


7.6 


13.6 


9.3 


9.3 


9.1 


11.1 


4.5 


Several 
















times/week 


4.2 


9.2 


19.9 


30.2 


23.6 


21.1 


19.2 


21.5 


10.9 


Daily 


73.3 


64.2 


48.9 


27.9 


30.2 
11,072 


25.6 


20.0 


29.3 


59.4/^ 


Total, n 


151.940 


6.565 


17,303 


21,286 


10.857 


2,906 


16,614 


238,543 
/ 


Age at first use: 














Less than 14 


3.6 


3.5 


21.7 


29.1 


15.3 


12.1 


7.0 


17.8 ' 


A 


14-15 


9^8 


7.4 


20.5 


30.9 


24.7 , 


22.0 


15.0 


22.7 


' 14.6 


16-17 


I8.y 


13.0 


18.1 


19.0 


20.7 


22.2 




17.5 


16.9 


18-19 


22.8 


16.8 


13.4 


10.3 


14.5 


16.6 


19.6 


11.7 


19.4 


20-21 


17.5 


14.7 


8.3 


5.1 


8.0 


10.0 


12.3 


7.0 


14.1 


22-23 


' 10.8 


11.7 


3.9 


2.4 


5.0 


6.2 


8.9 


5.1 


8.7 


24-25 


6.6 


8.8 


.2.8 


1.3 


3.2 


3.6 


6.1 


3.6 


5.4 


26-30 


7.0 ^ 


11.9 


4.3 


1.3 


4.1 


4.4 


7.2 


5.9 


6.1 


Greater than 30 


3.0 


12.2 


6.9 


0.8 


4.5 


2.8 


3.6 


8.5 


3.8 


Total, n 


151,190 


6.472 


17.225 


21.122 


11,040 


10,816 


2,869 


16,496 


237,230 



^ Source National Institute on Drug Abuse. COD AP data. 1976 



Table 22,— Primary dmg by secondary and tertiary drug at admission (in row percentages) 



Secondary drug' 



Primary drug 






Other 




Mari- 


Barbi- 


Amphet- 


Co- 




Total 


None 


Heroin 


opiate 


Alcohol 


juana 


turate 


amine 


caine 


Other 


n 


Heroin 


71.0 


0.0 


. 4.9 


3.6 


8.2 


3 1 


i.4 


6.0 


1.8 


152,331 


Other opiates 


53.3 


15.7 


2.0 


3.8 


5.7 


7.2 


3.0 


1.4 


7.9 


6,590 


Alcohol 


77.6 


1.7 


0.4 


■ 0.0 


12.3 


2.4 


1.8 


0.3 


3.5 


17,404 


Maruuana 


58.5 


1.1 


0.3 


25.6 


0.0 


3.6 


3.8 


1.2 


5.8 


21,364 


Barbiturateb 


39.6 


3.0 


2.2 


10,3 


18.5 


0.0 


10.5 


1.9 


13.9 


11.111 


Amphetamines 


43.8 


2.5 


1.0 


9.1 


21.6 


9.2 


0.0 


2.3 


10.5 


10.^94 


Cocaine 


47.5 


6.8 


1.2 


4.8 


21.5 


6.7 


6.1 


0.0 


Q.5 


2,926 


Other 


43.5 


1.4 


1.3 


10.5 


23.5 


5.7 


5.5 


1.3 


7.2 


17,134 


All clients 


65.0 


1.1 


3.5 


6.4 


10.0 


3.5 


2.4 


4.3 


3.9 


239.754 










Terticry drug^ 


















Other 




Mari- 


Barbi- 


Amphet- 


Co- 




Total 




None 


Hei^in 


opiate 


Alcohol 


juana 


turate 


amine 


caine ^ 


Other 


n 


Heroin 


85.8 


0.0 


1.2 


2.0 


5.7 


1.7 


0.8 


1.6 


1.2 


152,202 


Other opiates 


75.4 


1.6 


1.1 


3.3 


6.0 


3.6 


2.3 


1.3 


4.8 


6,573 


Alcohol 


92.2 


0.4 


0.3 


0.0 


2.2 


1.3 


1.5 


0.3 


1.8 


17,389 


Marijuana 


86.7 


0.6 


0.2 


3.8 


0.0 


2.3 


2.1 


1.0 


3.2 


21,323 


Barbituratas 


59.7 


1.4 


1.2 


11.3 


14.5 


0.0 


3.8 


1.6 


6.5 


i 1.090 


Amphetamines 


62.9 


1.0 


0.7 


10.5 


15.3 


2.9 


0.0 


1.2 


.5.4 


10,882 


Cocaine 


64.1 


1.6 


Q.9 


8.5 


13.7 


3.8 


3.2 


0.0 


4.2 


2,926 


Other 


65.8 


0.6 


0.5 


10.4 


12.1 


2.2 


2.7 


0.7 


5.1 


17.100 


All clients 


02.1 


0.3 


0.9 


3.6 


6.3 


1.8 ^ 


1.3 


1.4 


2.3 


239 485 



ERIC 



Clienta are thow-n a» abwing « »«condary drag only jf the freqwiwy of abuae of the wcondary dmg is once per month or grtltr 
TlienU are shown u abusing a tertiary dnif onlj- If the fir«<iuency of abuse of the tertiary dniR is once per month or greater 
Note->Clienta having no primary drug problem art euluded, 



Source National Inatitute on Drug Abuse. CODAP d^t&« 1976 
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When age at first use is considered, other patterns 
emerge: 

• Overall, some 43 percent of the treatment popu- 
lation used their primary drug before age 18; if 
the age is extended to 19, almost two-thirds (62 
percent) of the treatment population had expe- 
rienc.e with that drug. 

• Almost four out of five (79 percent) of the 
marijuana clients used this drug before age 18; 
these persons present the earliest age of first 
use. 

• Not unexpectedly, the alcohol clients report a 
similarly young age at first use. 

• Only one-third (32 percent) of the heroin clients 
experienced first use before age 18. 

* • Most primary barbiturate clients (61 percent) 
and amphetamine clients (56 percent) report 
initial use before age 18. 
These data encourage a number of interpreta- 
tions. Alcohol and marijuana, the two most common 
' psychoactive drugs, seem to be used at a relatively 
early age; this pattern prompts the speculation that 
*eady accessibility encourages youthful use. Con- 
versely, the more difficult it is to obtain a drug, the 
older an individual is before s>/he experiments with it 
for the first tir^e. 

Multiple Drug Abuse 

In addition to the data collected concerning age 
at first use, CODAP gathers information on con- 
current drug use. Two extrapolations were made 
from this data: "secondary drug use" and "tertiary 
drug'* use. CODAP specifies, that in order for a 
drug to achieve one (or both) of these designations, 
it must be used at least once per month. Table 22 ' 
displays these drug use patterns. 

• The majority (65 percent) of clients report no 
^ditional drug of abuse; this statistic goes ^rom 
a high .Qf 78 percent among alcohol clients to a 
low of 37 percent among barbiturate clients. 

• Among the marijuana clients, slightly more 
than one-fourth (26 percent) were abusing alco- 

• Alcohol and'marijuana are the two drugs most 
likely to be mentioned as ;'secondary'* or '^terti- 
ary" drugs of abuse. 

Table 23 displays the most frequent drug combina- 
tions reported by CODAP clients. These data are 
. clear in their suggestion that manjuana is the 
single drug most likely to.be abused along with any 
^*^mary drug. 

ERIC 



23,— CODAP clients: 
combinations 



45 

common drug 



Drug combinations 


Number 


Percent of admissionj 
by primary drug-^ 




12.491- 


8.2 


Other opistes snd 




15.7 


llvru 111 


1.0?4 


Alcohol and 






marijuana 


2,140 


-^12.3 


iViorijticiiiu uiiu 






alcohol 


5.469 


^J5X~^ 


Barbiturates and 






marijuana 


2.055 


18.3 


Amphetamines and 




21.6 


marijuana 


2.353 


Cocaine and 




21.5 


marijuana 


629 


Other and marijuana 


4,026 


23.5 


Souree. Nttioiwl Institute on DniK Abusw. CODAI' dati. 1976 



The overall proportion of 65 percent of the CODAP 
admissions claiming not to have a secondary drug 
problem appears high, A number of interpretations 
might be offered. While misrepresentation is aU' 
ways a possibility, it is likely that the difficulty 
. resides in adequately reporting regular secondary 
drug use, wljich is not necessarily perceived as a 
drug problem. This, would particularly be the case 
with alcohol since it is a legal drug (as opposed to 
many other abused agents). Even though intoxicfl:^ 
tion may' occur frequently, the abuse of alcohol 
often escapes recognition. Going beyond CODAP, 
it is not unreasonable to assume that those about to 
enter treatment for their drug abus.^ problems 
concurrently use a large number of psychoactive 
drugs (including alcohol) and treatment statistics 
are not registering the extent and intensity of this 
lise. 



GENERAL POPULATION 
EPIDEMIOLOGIC DATA 



General population surveys offer the best meas- 
ure of the incidence and prevalence of a phenome- 
non. If the study employs a rigorously drawn proba- 
bility (random) sample, it is possible to project the 
findings to the larger population. Yet, drug re- 
search still presents a number of problems not 
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normally found in other surveys. Some of these will 
be briefly discussed below. 

Whetf dealing with a phenomenon such as dhig 
abuse, it is unlikely that the persons most profoundly 
affected will be reached through general population 
research. Because these surveys necessarily con- 
centrate on persons living in households, those 
whose drug use has made them socially dysfunctional 
are unlikely to be contacted. Too, persons living 
' away from home — out of state at college, incarcer- 
ated, in treatment, transient, etc. — are not likely to 
be reached. Many of these, beca.use of current 
lifestyles, may be most at risk for drug use; surveys 
which miss these individuals will, th'^refore, yn- 
derreport certain kinds of behavior. 

The question of the reliability and validity of 
drug survey data must always be raised. As survey 
researchers we have to assume that the respondent 
is telling the truth. While checks of internal validity 
are imposed and interviewers are adequately trained 
to assure rapport and perhaps recognize a respond- 
ent who is fabricating his.1ier history, thert 1. ?till 
no absolute way of insuring the truth of what is 
recorded. Too, respondents may be mistaken about 
their drug use — assuming^ that they took a given 
substancf when, in f^t^'^the substance was some- 
thing entirely different; or, simply forgetting their 
habits of use.' Lastly, the question o' response rate 
is being increasingly raided. While \vt du uut as yet 
know how strongly the response rate influenced 



our survey projections, we do know that it has been 
steadily declining over the last decade (Cisin 1977). 

A number of different surveys will be reported 
on in this sectipn. They include; findings abput a 
sample of high school seniors (Johnston 1976), large- 
scale surveys conducted by the Social Research 
Group of George Washington University, in con-, 
junction with the Re^pon^je'Anah sis Curpuration of 
Princeton, New Jersey (Ahjelson and Fishburne 
1976); and a research study focusing on the use of 
drugs by young men (O'Donnell et al. 1976). 

Non-Medical Use of Psychoactive 
Substances 

The research studies undertaken for the past 
several years by the Social Research Group in 
conjunction with the Response Analysis Corpora- 
tion represent a trend in general population re- 
search begun b\ the National Commission on Mari- 
juana and Drug Abuse in the early 19"0i>. As such, 
they are extremely valuable because they remain 
cuoiparable over time and can therefore provide 
some trend data. As in earlier studies, the 1975-76 
survej collected data by mean^j uf a nationwide 
probability -bailed sample, involving in-the-hume per- 
sonal interview o. The interview ij were distributed 
as follows, in the 12 tu 17 jear age gi'uup, appro.xi- 
mately 1,000 interviews, in the 18 tu 34vear age 



Table 24. --Experience with 12 h'pes of drugs, by all youth and all adults, trends m prevalence, 
1972, 1974, and 1975/76 

Ever used «in percent) 



Drug 




All Youth: age>12 


-17 




All Adults: age 18 




1972 




1974 


1975/6 


1972 


1974 


1975/6 


(880) 




(95':) 


(986) 


(2.411) 


(3.071) 


<2.590i 


Marijuana 


14 




23 


22 


16 


19 


2fl 


Hashish 


(>) 




10 


10 


(') 


9 


9 


Glue, other inhalants 


6 




9 


8 


2 


3 


3 


LSD. other hallucinogens 


5 




6 


•5 


5 




5 


Cocaine 


2 




4 V 


3 


3 


3 


4 


Heroin 


1 




1 


1 


1 


1 


1 


Methadone 


(') 




1 


1 




1 


1 


Other opiates 


(•) 




6 


6 




3 


5 


Nonmedical use, psycho- 
















therapeutic drugs 






10 


11 


(-1 


13 


15 


Any Rx 


6 




7 


8 


10 


7 


.11 


Sedatives 


3 




5 


3 


4 


4 


4 


Tranquihzers 


3 


1 


3 


o 


6 


3 


4 


Stimulants 


4 ' 




5 




5 


6 


8 


Over«the*counter 


6 




6 


6 


7 


8 


6 



ERIC 



*Not included in 1972 »tudy 9 
^Not tabultted in 1972 »tudy 

Source U S Department of Health. Education tind Welfare, 



1976 
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Table 25.- 



-Lifetime prevalence: young adults 
aged 78-25 (29,929,000 projected) 



Drug 




Projected number 


Marijuana 


52.9 


15,760,000 


Haflhish 


29.2 


8,/ 10,000 


Glue, other inhalants 


9.0 


Z,OoO,UUU 


LSC other 




5,160,000 


hallucinogens 


17.3 


Cocaine 


13.4 


3,997,000 


Heroin 


3.9 


1,163,000 


Methadone 


2.3 


686,000 


Other opiates 


14.0 


*t,i f 0,VA/VI 


Nonmedical 


25.5 


7,606,000 


Psychotherapeutic 






drug use: 




6,562,000 


Any Rx 


22.0 


Sedatives 


11.9 


3.550,000 


, Tranquilizers 


9.1 


2,714,000 


Stimulants 


16.6 


4,952,000 


-Over-the*coun(er 


11.5 


3.430,000 


Source Abeltor. and Fi»hbume 1976 



group, approximately 1,700 interviews; and, in the 
35 ana above age group, approximately 850 inter- 
views. As in^imilar surveys, the sample was 
disproportieiiately stratified (i.e., the numerically 
largest papulation cohort did not get the greatest 
number yof interviews); this methodology was used 
to maximize the data input from that cohort(o) 
believed to be most seriously involved in the phe- 
nomenon. Appropriate statistical weights were then 
applied to make the sample reflect the large (unbi- 
ased) population. 



Prevalence 

When lifetime prevalence ("ever used") is consid- 
ered, the distribution presented in table 24 emerges. 
The general usage pattern suggests that marijuana 
and the other cannaboids have the greatest prevalence 
of use. If alcohol is considered, then it becomes the 
drug most often used, with more than two-thirds 
(70 percent) of the population reporting its use at 
one time. RanWng second to marijuana and alcohol 
is the use of the prescription psychotropics, pre- 
sumably without the supervision of a physician. 
* It seems, then, that a measure of stability has 
been achieved; whUe iUegal drug use has not ceased, 
its rate of increase (prevalence within the popula- 
tion) appears to have leveled off. In the 12 to 17 
year cohort, the prevalence of all drug use has 
either declined or remained stable between the 
1974 survey and 1975/76 efforts; the dramatic in- 
crease between 1972 and 1974 seems to have been 
contained (Abelson and Fishbume 1976). 

The 18 to 25 year cohort is the age group in which 
drug use is most likely to occur. If this cohort is 
examined, its drug prevalence data (table 25) demon- 
strate a significantly greater distribution (Abelson 
' and Fishbume 1976). 

In the, oldest cohort, aged 26 and above, the 
lifetime prevalence drops dramatically (see table 
26). Marijuana, the most commonly mentioned drug, 
declines from its 53 percent prevalence figure among 
18- to 25-year-olds to ^13 percent in this older 
cohort. Declines are dramatic for other drugs as 
well (Abelson and Fishbume 1976). 



TABLE 26.— Lifef/me prevalence by drug, age cohort and race, in percent 



Drug 



Marijuana 
Hashish 

Glue, inhalants . / 
t LSD, hallucinogens 
Cocaine 
Heroin 
Methadone 
Other opiates 
Nonmedical use of 
psychotherapeutrc drtrgg- 

Any Rx 

Sedatives 

Tranquilizers 

Stimulants 

Over-the-counter 



' 'Um than 0 6 percv-nt 
Q "^rc« Abelton and yiihburne 1976 

ERIC r 



12-17 



18-25 



26 and above 



While 


Nonwhite 


White 


Nonwhite 


White 


Nonwhite 


22.3 
9.0 
8.6 
4.8 
2.6 
(M 
0) 
58 


21.7 
8.1 
2.9 
1.0 
3.4 
(M 
0) 
3.6 


54.8 
32.3 

8.9 
19.4 
14.5 

4.0 

3.0 

14.3 . 


48.1 
15.0 
8.8 
7.9 
9.1 
2.3 
(M 
13.6 


12.4 
4.1 
2.0 
1.7 
1.4 
(M 
(M 
2.7 


16.7 
5.0 
(») 
1.0 
3.1 
0.7 
1.6 
3.8 


10.5 
7.8 
3.0 
3.3 
4.7 
56 


8.9 

3.5 

(») 
2.6 

1 3 
5.3 


25.8 
23.2 
12.3 
9.3 
18.4 
11.0 


22 4 
14.4 
7.6 
7.2 
6.6 
14.1 


12.4 
8.9 
2.6 
2.5 
5.9- 
5.0 


8.4 
- 43 - 
1.5 
1.6 
3.1 
4.5 
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Table 27.— 1976 household survey: current drug use by age and sex, in percent 



12-17 18-25 26 and above ^ 

n (projected) «= 25,109,000 n (projected) =^29,829.000 n (projected M 115.359,000 



Drug 


Male 


Female 


Total 


Male 


Female 


Total 


Male 


Female 


Total 


Marijuana 


v ... 
VJ4.1 


10.6 


12.3 


30.6 


19.4 


25.0 


5.6 


1.6 


3.5 


Hashish 


2.7 


2.9 


2.8 


6.9 


4.1 


5.6 


0.5 


(h 


(*) 


Glue, other inhalants 


1.2 


0.5 


0.9 


0.7 


0) 


0.5 


(M 


{') 


(*) 


LSD. other hallucinogens 


1.6 


0) 


0.0 


1.6 


0.7 


1.1 


(M 


0) 


it) 


Cocaine 


1.2 


0.8 


1.0 


2.6 


1.2 


2.0 


(M 


(i| 


(1) 


Heroin 


0.5 


0) 




0) 


(M 


(M 


(M 


0) 


(») 


Methadone 


0.6 


0) 


(») 


(») 


(M 


0) 


0) 


0) 


0) 


Other opiates 


3.2 


1.4 


2.3 


1.4 


1.1 


1.3 


(M 


0) 


(») 


Nonmedical use of 




















psychotherapeutic drugs 


2.4 


. 1.5 


2.0 


S.7 


7.7 


8.2 


2.l\ 


1.6 


1.8 


Any Rx 


2.1 


1.3 


1.7 


7.0 


6.6 


6.8 


1.5 \ 


(•) 


1.0 


Sedatives 


(») 


0) 


0) 


2.3 


2.2 


2.3 


0.6 / 


0) 


0.5 


Tranquilizers 


1.5 


0.7 


1.1 


3.0 


2.2 


2.6 


o.y 


0) 


(») 


Stimulants 


1.1 


^ 1.1 


1.2 


5.1 


4.3 


4.7 


o/ 


0\ 


(») 


Ovepthe-counter 


0.7 


0.8 


0.8 


3.3 


1.6 


2.5 


y.9 


1.1 


1.0 



'LeM thtR 0 5 perctnt 

Soum Abelaon and Fithbunir 1976 



Current Use 

When current prevalence patterns are consid- 
ered, a somewhat similar distribution emerges. 
Consider the age and sex distribution illustrated in 
table 27. 

• Drug use is associated with sex, in each drug 
category there is a greater proportion of male 
than female users. 

• Young adults aged 18 to 25 are the greatest 
consumers of these illicit psychotropic drugb. 
One-fourth of this* cohort reported (i.e., was 
projected) use of marijuana in the month pre- 
ceding the interview. When sex is controlled 
for, this proportion increases to almost one- 
third (31 percent) of the males who report 
recent usage. 

• Young adults are also the most frequent con- 
sumers of alcohol. More than two-thirds (69 
percent) of this cohort reported (some) drinking 
in the month preceding the interview. The pro- 
portion of recent alcohol use varied from one- 
third (32 percent) of the 12- to 17-year-olds, to 
more than half (56 percent) of persons over age 
26. 

These lifetime and current prevalence drug use 
statistics seem to be associated with the factor of' 
race. The influence, however, is inconsistent; it is 
difficult to determine whether whites use drugs 
more often than blacks. 

Among both groups, age appears to be the most 
reliable predictor of use. Among maryuana users. 



the frequency distribution among 12- to 17-year- 
olds is similar between whites and nqnwhites. In 
the young adult cohort, more whites (55 percent) 
than nonwhites (48 percent) report ever having 
used/exp<^rimented with cannabanoids. And, this 
finding tends to entirely reverse itself in the adult 
cohort (age 26 and above), vshere the representa- 
tion of nonwhites noticeably exceeds that otthe 
whites (17 percent /ersus 12 percent). These find- 
ings are consistent for hashibh and ostensibly other 
cannabanuid products as w ell. Other findings could 
be highlighted by suggesting that: 

• Among the younger cohorts, the use of LSD and 
other hallucinogens occurs more frequently among 
whites; a similar but weaker relationship is 
observable in the adult cohort. 

• Cocaine use is more prevalent among blacks 
than whites in both the youngest and oldest 
cohort; curiously, the representation of white 
cocaine users is stronger in the 18 to 25 year 
cohort. 

• Whites, regardless of age cohort, are more 
strongly represented among the users of pre- 
scription psychotropics for euphoric or other 
nonmedical purposes. 

When the distributions of current prevalence 
(i.e., use in the last month) are considered a num- 
ber of racial differences emerge: 

• Among 12- to 17-year-olds and 18- to 25-year- 
olds, the representation of marijuana use is 
greater among whites than nonwhites, some 13 



percent of the whites in the youngest cohort 
reported recent use compared to 10 percent of 
the nonwhite adolescents; among persons 18 to 
25, some 26 percent of the whites reported 
recent use as opposed to 22 percent of the 
nonwhite group. 

• Among persons 26 years old and above, the 
representation of current marijuana use i^wice 
as great among nonwhites (6.2 percent) as among 
whites (3 percent). 

• Current use of hashish is strongly associated 
with whites. 

• Current prevalence of cocaine and heroin is 
strongly associated with blacks in the oldest age 
cohort. 

The strongest racial differences emerge for the 
prescription psychotropic drugs which are being 
used nonmedically. Consider the distribution pre- 
sented in table 28 among young adults aged 18 to 
25: 

TABLE 2B.— Racial distribution of nonmedical use of 
V prescription psychotropic drugs, among 
young.adults 18 to 25, in percent 
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Incidence of Drug use 
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Drug 


Whites 


Nonwhites 


Any drug 
Sedatives 
Tranquilizers 
Stimulants 


7.5 
2.7 
2.5 
5.3 


3.8 
0.7 
3.8 
1.8 



These data are clear in t^eir suggestion that the use 
of these drugs is more^trongly associated with the 
white rather^UumJ^e^onwhite population cohort. 
In each category, excluding tranquilizers, the rep- 
resentation of whites far exceeds the exhibited 
proportion of nonwhites. This distribution replicates 
itself, but not as strongly, in both the a(Jplescent 
and adult (aged 26 plus) cohorts. 



While "prevalence" measures the extent of any 
condition existent in a population, "incidence" mea- 
sures changes currently occurring in that popula- 
tion. In the area of drug use/abuse, one of the best 
measures of incidence is the proportion of new 
users of new "starts" occurring within^ specific 
period. The^*data on current prevalence suggests 
that, while drug usage is certainly widespread, the 
dramatic increase in the level of usage occurring in 
the early 1970s has leveled off and, for most agents, 
has begun to recede. Table 29 compares 1974 and 
1975 data on "new starts". • 

Not only do the data indicate the relative stabil- 
ity in the rate of increase and lifetime prevalence, 
but they also show that this stability extends to the 
demographic characteristics of users as w^ell. In the 
case of marijuana (the second most commonly used 
drug), the sex, age, race, and geographic (metro- 
politan-nonmetropolitan) distribution has re- 
mained virtually unchanged between the 1974 and 
the 1976 stXidy. 



High School Surveys 

The data reported by the Social Research Group 
are supported by other research. A study conducted 
on high school seniors by the Institute for Social 
Research at the University of Michigan assessed 
the changing levels and types of drug use by youth. 
These data, reflecting interviews with some 17,000 
high school seniors surveyed in 125 high schools in 
the spring of 1976, represent a national cross sec- 
tion of all seniors enrolled in public and private 
schools in the United States (Johnston 1976). 

The study concluded that for all iilicit dnigs 
except marijuana there has beeyi esseyitially no 



Table 29.— Wew starts by drug, age and year, in percent 



Drug 



Marijuana 

Hashish 

Glue, inhalants 

LSD» hallucinogens^ 

Cocaine 

Heroin 

Methadone 

Other opiates 

Prescription psychotropics 



Q Abetton trA FishbCirae 1976 

ERIC 



1974 



• 12-17 



9.0 
5.0 

I. a 

24 
1.5 
<0 5 
0.5 
1.5 
7.0 



18 + 



2.0 
l.O 
<0 5 
<0.5 
09 
<0.5 
0.5 
06 
7.0 



03 



12-17 



8.2 
4.9 
2.4 
1.8 
2.0 
<.0 5 
<0.5 
1.5 
7.5 



1975 



18 + 



2.8 

1.4 
<0.5 
<0.5 

0.8 
<0.5 
<0 5 

0.7 
11.4 
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Table 30. — Drug use among high school seniors in 1975 and 1976, in percent 






Lifetime 


Use within last 


Use within last 






use 




12 months 


30 days 




Drug 


1975 


1976 


19/0 


19/0 


1Q7R 
19 fO 




Marijuana' 


47.5 


CO n 
52.9 


40.0 


44.7 


27.3 


32.2 


LSD 


11.6 


11.1 


7.5 


6.4 


2.5 


2.1 


Psychcdelics (other 














than LSD) 


U.3 


11.9 


9.6 


6.9 


3.9 


2.3 


Cocaine 


9.2 


9.8 


5.8 


6.2 


2.1 


2.1 


Aiupneuiini Rca 




22.9 


16.4 


16.0 


8.7 


8.0 


Methaqualone^ 


8.3 


8.2 


5.3 


5.0 


2.3 


1.9 


Barbiturates 


17.1 


16.7 


ILO 


10.0 


4.9 


4.1 


Tranquilizers 


17.2 


17.3 


10.8 


10.8 


4.3 


4.3 


Heroin 


2.3 


^ 2.1 


1.2 


1.0 


0.6 


0.4 


Narcotics (other 














than heroin) ' 


9.2 


9.6 


5.9 


6.0 


2.3 


2.3 


Alcohol 


90.5 


92.2 


84.9 


86.6 


68.3 


69.2 



Runjuatu ta txttud^d from tht analyut. Itfetirot prtvalencc d«cfTav« to 34 6 p^mnt m 1976 and 34 5 p«rc«nt in repmenting eMcntiaHy no chanfv. 
Sourcv Johnston 1976 



change iii usage levels over the past year^ the levels 
observed among 1975 and 1976 high school seniors 
previously studied were almost identical (Johnston 
1976). Distributions are indicated in table 30. 

Some of these findings may be summarized as 
follows: 

• In 1976 some 58 percent of the "Nation's high 
school seniors had used an illicit drug during 
some time in their life. This is up slightly from 
1975 when the lifetime statistic was 54 percent 
of the graduating class. 

• In the 30 days previous to interview, some 35 
percent of the class of 1976 had used some illicit 
drug. 

• If marijuana is excluded, this proportion drops 
dramatically to only 13.6 percent of the popula- 
tion. 

• Alcohol, not surprisingly, is sti!l the most com- 
monly used substance with 92 percent of the 
population reporting lifetime use and 69 percent 
reporting use within the last 30 days. 

• Males tend to be more strongly represented in 
the population of drug users than females ex- 
cept in regard to amphetamine ar.d barbiturate 
use, where the representation is equal between 
the sexes. ^.^ 

The national survey and high school study imply 
not only that use of psychoactive drugs is wide 
spread but also that, for most drugs, and within 
most demographic cohorts, use has leveled out, the 
large increases noted in the early 1970's are no 
longer in effect. Only two drugs — alcohol and 
maryuana — have demonstrated any notable gain. 

The continual rise in both the prevalence and 
incidence of alcohol and marijuana use deserves 



special recognition. It is likely that the concurrent 
use of alcohol and maryuana vwth other psychotropics 
is extensive in not only the population who use 
drugs for social/recreational/euphoric purposes, but 
with the larger population of psychotherapeutic 
drug users as well. The simultaneous and concur- 
rent use of alcohol especially is so commion that it is 
significantly underreported in all of the research. 
Consider the CODAP data: Alcohol as a secondary 
drug (problem) is not as extensively mentioned as 
its prevalence would indicate. Too, in terms ofdrug^ 
use during treatment, it would be much easier to 
"cheat" by using either alcohol and/or maryuana, 
since the standard urine surveillance tests ad- 
ministered by treatment programs would not de: 
tect them. 

These observations are offered to sensitize c^e 
reader to the extent of polydrug use. Other re- 
search has defined the nature and extent of this 
use, in a jandmark study of drug use by young men, 
the question of multiple drug use in the population 
was Considered (O'Donnell et al. 1976). Consider 
table 31. 

Note that the use of any substance is posi- 
tively associated with the use of other substances; if 
an answer of "yes" occurs in any drug column, it 
increases the probability of a positive response in 
other drug categories as well. 

The combination of the two legal substances of 
alcohol and tobacco is unquestionably the most 
prevalent one in our society. More significant for 
the purposes of this report is the concurrent use of 
alcohol by those who use other drugs. These data 
clearly impl> that regular u^ers of psychotropics 
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are also regular drinkers; concurrent alcohol use, 
then, cannot be overlooked in the examination of 
any drug pattern. 



Active User Research 

The impUcations of the O'Donnell study are 
strengthened by another «et of studies whith exam- 
ined active drug users m 12 cities and locales. The 
data were collected by scientists working .with the 
Resource Planning Corporation of Washington, D.C. 
and have recently been reported in the Report of 
the Acute Drug Reactions Project (Inciardi et al. 
197t)). Fifty-three percent of the interviews were 
collecte,d in 1973, 34 percent during 1974, and 13 
percent during 1976. Study, methodologies were ' 
designed to elicit data from persons who would 
typjpally be invisible to a standard household sur- 
xoy: transients, "street people, ' etc. The method 
employed a sociometrieally oriented approach in 
which various subcultural social networks would be 
identified, and then the individual members of this 
network would be located and interviewed. While 
this method does include as many "representative" 
individuals as possible in the study group, it does 
not have the rigorous sampling design apparent in 
even a modest survey. Because the method focused 
solely on active users, it eliminated either foriVier 
users or those who were, in one way or another, 
largely peiipheral to the drug subculture existent 
in that locale. 

The series of studies ultimately contacted some 
2,288 respondents. This survey population could be 
characterized by suggesting that it was primarily 
m percent) white (versus 24 percent black, 4 
percent Hispanic, and 3 percent Native American); 



the median age was 22; and almost two-thirds (64 
pei*cent) male. 

Drug Onset 

Drug onset data were available for 1,343 re- 
spondents. For more than half of these (57 percent), 
alcohol specifically reported as "alcohol to excess" 
was recalled as their first drug of abuse. An addi- 
tional quarter (27 percent) report that marijuana 
was their first drug; only 5 percent report an 
opiate — specifically heroin— as their first drug. The 
median age of first drug use was 15 years; almost 
one-fourth report initiating some form of drug use 
at the age of 12 or under. Not surprisingly, the 
readily available legal but abusable substances- 
such as alcohol, solvents, a\id inhalants — were the 
chemicals that were used at the youngest age. 

When current drug use is considered, the follow- 
ing distribution, based on Inciardi's (1976) active 
user studies by drug of choice, emerges: 

Percent 

Marijuana 46.4 

Heroin ' 1^-0 

Cocaine 

Alcohol 

Hallucinogens 51 

Stimulants l-^ 

Other sedatives 
Methadone 
Other narcotics 

Solvents/inhalants 10.9 

Tranquilizers 

Analgesics 

Other 

Multiple drug use was typical of this population. 
Each respondent indicated the regular use of at 



Table 31 —Percent of users and nonusers of each drug who have used other drugs^ 



Heroin Opiates Cocaine 



Drug 



y Tobacco Alcohol Maryuana Psychedelics Stiinulants Sedatives 

"y^^ No' Yes No Yes No Yes No Yes No Yes No Yes No Ves No 
n 2.211 299 2.434 76 1.382 1.128 550 1.960 581 1.929 409 2.101 148 2.362 493 2.017 



Yes No 
352 2.158 



Tobacco * 
Alcohol 
Manjuane 
Psychedelics 
Stimulants 
Sedatives 
Heroin 
Opiatet* 
-Cocaine 



99 85 
59 27 



24 
25 
18 
7 
21 
15 



9 
7 
6 

7 
5 



90 


41 


94 


81 


95 


86 


96 


86 


95 


87 


99 


87 


96 


86 


96 


87 


100 


94 


100 


96 


100 


^ 96 


100 


96 


100 


97 


100 


96 


100 


96 


57 


4 




100 


43 


97 


42 


97 


47 


99 


52 


91 


46 


100 


48 


23 


0 


40 


{'\ 






71 


7 


80 


11 


92 


18 


72 


10 


89 


11 


24 


0 


41 


1 


75 


9 






82 


12 


86 


19 


71 


21 


86 


13 


17 


1 


29 


1 


60 


4 


58 


4 






80 


12 


60 


6 


72 


7 


6 


0 


11 




25 


1 


22 


1 


29 


1 






27 


1 


38 


1 


20 


0 


33 


4 


65 


7 


60 


T 
( 


73 


9 


91 


15 






79 


10 


14 


0 


25 




57 


'2 


52 


3 


62 


5 


90 


9 


56 


4 







'For •timuiunt* sedalives .»nd opiates quaRimedical uan defined as no uw 
'Um than ^'i of 1 r>*Tctnt 
Q irc* ()1)onnell 1»76 
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least three different substances. Furthermore, some 
45 percent of the respondents admitted to the 
regular use of twu or more of tl^se substances in 
combination with one another. 

For the most part, these data un incidence and 
prevalence — collected thcuugh a large number uf 
wholly unrelated studies — tend tu support each 
other. The drugs most commonly used are alcohol 
and marijuana, multiple use tends to be a modal 
pattern, and the use of drugs tends to relate 
strongly to availability. The relative ease v\ith 
which a substance cart be obtained seems to figure 
prominently into whether it is likely to be used abused 
by youngsters. The use of solvents, inhala.ils and 
alcohol by persuns in the youngest cohorts tu the 
exclusion of other substances therefore does nut 
imply a preference but rather reflects the relativ e 
unavailability of other drugs to children. 



SUMMARY AND CONCLUSIONS 



In the parable introduced by this discussion, the 
individual blind men had no sense of what was 
confronting them. As observers, however, we have 
the advantage of knowing that the phenomenon we 
are trying to describe involves a substantial pro- 
portion of our population and that it appears,some- 
what differently among various sociologic and/or 
demographic groups. 

Like the blind men described m the parable, the 
various studies that were presented in this report 
are entities unto themselves. Because the metho- 
dological perspective of each varies considerably, 
comparisons are of little use. Instead, we are forced 
to recognize that the state of the art will only allow 
for partial descriptions. 

Given these limitations, a number of useful inter- 
polations can still be made. 



Drug Surveys 

A number uf surveys have cuncurred in the 
observ ation that the use of illicit <.huactiv e drugs, 
with the exce|..iun of marijuana, has largely been 
contained, and ihe meteuric use in drug abuse 
occurring in thv earl> part uf the decade ha^ cume 



to an end. These surveys are clear in their sugges- 
tion that alcohol, maryuana, and legally manufactured 
drugs are the most communly used substances. 

Young adults — roughly between the ages of 18 
and 26— are the ones most likely to be the consum-^ 
ers of any uf these psychoactive drug^> in a nunmedical 
context. The data are similar for alcohol users, 
although drinkers tend to be slightly older. 

If we are to consider the use of nonmedical 
substances to deal with or cope with stress, some 
data suggest that alcohol is frequently resorted to. 
Women are overrepresented among users on 
antianxiety medicines; women are also more likeljr^ 
to be consumers of medical services, typically con- 
sulting physicians more frequently than men. 

Men, however, are more likely to drink and are 
more likely to be heavy drinkers as well It is not 
entirely unreasonable to assume, therefore, that 
both sexes are coping chemically with their stresses 
and anxieties.' 

A similar hypothesis has been advanced to ex- 
plain differentials between other groups. Those 
hav ing access to medical care will deal with stress 
through the use of prescription medications. Those 
who do not have such acces^^^ll either use alcohol 
or nonprescription medications. 



Intervention Data 



The data coming frpm institutional sources — 
drug treatment progi-ams, hospitals^ crisis centers, 
bic. — also demonstrate a measure of consistency. 
Major drug problem patterns appear to be solidify- 
ing, and similar population representations and 
distributions are occurring. 

The overwhelming proportion of drug overdoses 
and acute reactions involve a legally manufactured 
and distributed drug. It is likely that as long as 
diazepam retains it popularity, it will be the single 
drug most often mentioned in a medical emergency^ 
involving a drug. 

Moreover, it is likely • hat alcohol will continue to 
be used simultaneously with other psychoactive 
drugs. As such, we can continue to expect that 
alcohol-related drug overdoses incidents will per- 
sist. 

Ti-eatment dat<i similarly shuw a significant amount 
uf cunsislenc>. The representatiun uf persons 
presenting with a f>rimary heroin problem has 
remained cunstant uvef a l->ear periud uf time. It 
is likelj. however, that uther depressant drugs, 
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including alcohol, willbe responsible for motivating 
a larger number of people to enter treatment in the 
future. 

The studv of the incidence and prevalence of drug 
use/abuse tests the very nature of our epidemio- 



logic tools. We need ways of integrating the incred- 
ibly rich sources of data that we currently have 
available. Until this integration occurs, our efforts 
will resemble those of the individual describing only 
a small part of an enormous phenomenon. 
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^ Chapter 3 

Methadone Maintenance and Alcohol Use 

Barry Stimmel, M.D. 

Mount Sinai School of Medicine of the City Uniyersity of New York 



DEFINING THE PROBLEM 



Alcoholism has come to be recognized as the 
country's No. 1 public health problem. An estimated 
4 percent of the U.S. public consmes excessive 
quantities of alcohol, and alcoholism has been noted 
in 10 million Americans. Figures pertaining to 
narcotic dependency, while far less impressive, are 
nonetheless revealing. Approximately 170,000 peo- 
ple are ii? treatment for opiate addiction; another 
300,000 to 500,000 are not in treatment, and the 
mojority of these have never received such services 
(Nightingale 1977). Other estimates of prevalence 
of dependency on narcotics range from 626,000 to 
724,900 (DEA 1974). While these figures are only 
estimates, data obtained from treatment program 
admissions and hepatitis case reports give conclu- 
sive support to the dependency trend: Between 
1967 and 1974, heroin use as represented by these 
sources increased by a factor of more than 10. 

Since persons who consume either alcohol or 
heroin in considerable quantities might be expected 
to have a tendency to use other mood-altering 
drugs, it should not be surprising that a considera- 
ble crossover may occur between use of these 
agents. Unfortunately, a persistent misconception 
has existed concmiing the absence of alcoholism in 
heroin Rd^i^rt^his belief is related to the past 
difficultfuTgathering data appropriate to alcohol 
consumption in this population. The experience of 
methadone maintenance projframs has brought to 
attention the extent of alcohol consumption by 
clients: however, this asso nation has sometimes 
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been interpreted to indicate that methadone inges- 
tion per se may lead to alcoholism. Part, of this 
belief is based on the adage— unchallenged until, 
recently— that a heroin addict has no need for 
alcohol. . 

Over the past several years increasing attention 
has been focused on the prevalence of alcoholism in 
narcotic-dependent persons. The survey^" to be 
discussed in tiiis chapter can be grouped into four 
major categories: 

1. Demographic surveys of incidence and 
prevalence of multiple substance use in 
drug-abusing populations; »j 

2. Surveys of alcoholism or multiple substance 
use in persons in methadoi\e maintenance pro- 
gram?; 

3. Estimates of alcoholism based on the presence 
of medical complications in drug addicts spe- 
cifically related to excessive alcohol consump- 
tion; and 

4. Estimates of alcoholism base^ on toxicologic 
and pathologic findings obtained through post- 
mortem examinations of narcotic addicts. 

Unfortunately, epidemiologic studies riot infre- 
quently present markedly different findings with 
respect to incidence and prevalence of drug use, 
type of drug used, and degree of use. There are 
many reasons for these discordant results. Intake 
of data will fluctuate within 'an individual study. 
Further, results based on aggregate data incorpo- 
rate diverse intake sources, with the quality of each 
varying greatly. For example, at times information 
may be recorded retro8pectivdy--on the basis of a 
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chart review— rather than firsthand. Definitions of 
use (such as regular, excessive, occasional, etc.) 
will also vary with each study. Study populations 
may contain an inherent bias by being composed of 
a particular subject type. Finally, comparative data 
among nonheroin addicts who are demographically 
similar to the target population are almost never 
presented. These problems, as discussed below, 
may seriously impair conclusions concerning increased 
prevalence of alcohol use among narcotic-dependent 
persons. ^ 

Data from Multiple Centers 



Epidemiologic studies of alcohol and polydrug 
use in heroin addicts in treatment can be divided 
into two main groups: those utilizing aggregate 
data from multiple centers (e.g.". Drug Abuse Warn- 
ing Network, National Drug Abuse Treatment 
Utilization System [NDATUS]) and studies, relat- 
ing to specific population groups within a particular 
drug treatment facility. One of the largest compre- 
hensive studies of the former type is the National 
Dmg Alcohol Collaborative Project (National Insti- 
tute on Drug Abuse 1980). The NDACP sample 
contains intake data on ],544 individual subjects 
enrolled in 10 facilities located througliqut the coun- 
try: it consists of sequential and concurrent infor* 
mation on 17 substance categories, including alco- 
hol, heroin, amphetamines, barbiturates, coffee, 
tea, and tobacco. 

The consumption of alcohol and opiates by pa- 
tients in the NDACP study is illustrated in table 1. 
The drug most frequently consumed among this 
population was alcohol; drinking was reported by 98 
percent of the study population. Narcotic (heroin) 
use was noted in 41 percent, illicit methadone in 18 



percent, and other narcotic ggents in 48 percent of 
the population. Not une.xpectedly, alcohol was also 
the substance consumed at the youngest mean age, 
i.e., 13.8 years. The mean age for first use of heroin 
was 19 years, with the use of other opiates begin- 
ning at a mean age of 20.5 years; the intake of illicit 
methadone began considerably later (24.2 years). 
Regular use was defined as the consuming of a drug 
nearly every day for at least a month. Of those 
persons ever consuming alcohul or narcotics, the 
greatest number to become regulan4isers of either 
substance was found in Ihe heroin category (71 
percent), followed by alcohol (6l4)ercent). Of the 
regular users of heroinr^PJ^percent drank on a 
regular basis; regular users of other opiates and 
illegal methadone also had high consumption levels . 
(65 and 77 percent^ respectively). Similar figures 
were found for those who ever (rather than regular- 
ly) used the .same drugs (ranging from 62 to 67 
percent). A lesser number of other opiate users (28 
percent) and illicit methadone users (27 percent) 
become regular users. The mean age at which 
regular ding u^e fir^t began u as appro.ximately one 
year after mean age of first use in each of the 
categories, with the exception of initiation of regu- 
lar alcoi.ol use which began approximately 7 years 
after first use. 

The pre\ aleiice of the us»of drugs for enhancement 
purposes is illustrated in table 2. Those persons 
dependent on heroin or other opiates were much 
more Hkely than the regular users of alcohol to use 
booster drugs (70.8 and 71.4 percent versus 53.6 
percent); users of illegal methadone, as might be 
expected, v ere even more inclined (73.1 percent). 
Regular alcohol users, on tjie other hand, were 
more likely (30.6 percent) to smoke marijuana for 
enhancement than the drug users (11.9 to 22.8 
percent). Almost 24 percent of the heroin usei^ 
preferred cocaine to any other enhancer. 



Table 1 . — Type of drug consumed and age of firlst exposure and regular use (NDACP study, final report)^ 

Alcohol consumers Heroin addicts Other opiate usors Hlicit methadone users 



Drug Use n Percent n Percent * n Percent n Percent 



Number 


1514 


98^ 


634 


41^ 


733 


48^ 


271 


18^ 


Age first use 


















(years) 


13.8 




19 




20.6 




24.2 




Regular users 


925 


61^ 


451 . 


71' 


197 


28^ 


69 


27^ 


Age first regular 


















use (years) 


21.5 




20.6 




22.1 




N.A. 





'Cat«Konet of druf um are not mutunHy exclusive 
'pprc«nt n(tn to percent of total ttudy popuintton. n - 1&44 
^ 'Percent refer* ' percent of total conwmert becofning rtfulir uMm 

_ N A « Not avtiUble / , 
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Table 2,— Percent of regular users of opiates or alcohol who used other drugs for enhancement purposes 
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Regular drug 




■ Booster 


Alcohol 


Heroin 


Other opiates 


Illegal methadone 


Any drug 

Alcohol 

Heroin 

Other opiates 

Illegal nnethadone 

Amphetamines 

Barbiturates 

Marijuana 

Cocaine 


53.6 

8.5 
2.0 
1.2 
12.5 
10.6 
30.6 
3.5. 


70.8 
18.8 

6.3 
3.1 
10.3 
8.9 
22.8 
23,9 


66 

24.0 

14.3 

1.0 
8.7 
12.2 

17 3 
2,6 


72.1 
21.6 
26.1 
3.7 

3.0 
8.2 
11.9 

7.5 



'PerwnUjie* do not turn to 100 hfcnutt reipon»e1t<mi trc not mulutlly «c!u»»ve 
Soarc*. NDACP Fintl Report. 1977 (National Institute on Drug Abuie. 1980) 



Significant comparisons can be made with data 
shown in table 3 (which measured substitution for 
any purpose). Here only 17,5 percent of regular 
alcohol users smoked marijaana as a substitute for 
the substance of choice, and only 3 to 8,8 percent of 
the drug users did so. Similarly, the popularity of 
cocaine with heroin users had slipped to 2,9 
percent— indicating that, in this sample, certain 
substances are clearly selected in relation to their 
potential use with other agents. It might therefore 
be hypothesized that the enhancement value of a 
substance may be more significant to multiple drug 
use than availability alone. 

CODAP» established fc^y the National Institute on 
Drug Abuse, contains admission and discharge data 
on all clients treated by federally funded " ^ 
abuse programs. Although CODAP is de/igned 
primarily to repoil admissions of heroin addicts and 
may therefore underestimate prevalence of coexisting , 
alcohol and narcotic use within that treatment . 
population, approximately 18 percent of the 55,120. 
clients listed in the April-June 1976 quarterly repoi ' 



did indicate some kind of alcohol problem. Of the 
34,135 patients in this report with a primary heroin 
problem, only 3*3 perc^msUsted alcohol as a sec- 
ondary drug of abuse. witn\J2 percent of heroin 
addicts reporting dependency on only -heroin with- 
out any other substance abuse problem (National 
Institute on Drug Abuse 1976). Thus, the NDACP 
and CODAP samples present somewhat conflicting 
findings regarding alcohol use by primary heroin 
(3,3 percent in CODAP and 16 percent in NDACP), 
The difficulty with the acceptance of CODAP 
findings relates to questions that may be raised 
concerning the validity of this large trend data 
base. As previously indicated, the quality of data 
gathering in the system may vary greatly with the 
individual intake worker as well as the specific 
\oject site. In addition, undue reliance should not 
I placed on alcohol data obtained on the basis of 
Jf-reporting^by persons awaiting treatment for 
/sroin addictign. It i.^ therefore possible that the 
(Concomitant usc of alcohol and heroin is gi-eatly 
underestimated. 



Table 3,— Percent of regular users who substituted another drug for op'ates or alcohol^ 
' — 

)^ Regular drug 



Booster 



Any drug 

Alcohol 

Heroin 

Other opiates 

Illegal methadone 

Amphetamines 

Barbiturates 

Marijuana 

Cocaine 



Alcohol 


Hcrom 


Other opiates 




<n=449) 


(n= 193) 


33,4 


58.1 


' 48.0 




12.7 


9.3 


43 




17.6 


1.7 


17.6 




02 


120 


2.6 


2.8 


49 


0.5 


6.1 


10.0 


83 


17 5 


5.1 


88 


l.O 


^2.9 


1.0 



Illegal methadone 
in = 133) 



69 9 

9.0 
52 6 

9.8 

0 

2.3 

3.0 . 
' 2 3 



•percentagM do not «um tg^OO because- responR^ il*m» ar* not mutually exclusive 
Source NDACP Final Heport. 1977 < National Institute on Drug Abu»e. 1980) 
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Small-scale Data From Single Centers 

Studies dealing with well-defined population 
groups, although somewhat smaller in sample size, 
have particular value due to the greater uniformity 
of data gathering. In this regard, the medium-sized 
study by Barret al. (197()) is of interest. In a group 
of 864 heroin addicts — 274 of whom entered the 
Eagleville Hospital and Rehabilitation Center 
(EHRC), a drug-free residential therapeutic com- 
munity, and 590 a methadone maintenance pr^*- 
gram--50 percent of the total sample were found to 
consume a conside^^le amount of alcohol, and 25 
percent had a histwy of problem drinking. Of the 
problem drinkers, the clinical picture with respect 
to toxicity of alcohol and effects of drinking was 
identical to that seen in a comparable group of 
alcoholics not addicted to heroin. Of the doubly 
addicted subjects; aijprdximately 60 percent were 
considered alcoholics at the time they ^ntered treat- 
' ment for narcotic addiction. 

Brown et al. (1973), in a study of 140 narcotic 
addicts, found that use of alcohol prior to the use of 
heroin significantly exceeded alcohol use by a 
nonaddict control group, both in frequency and 
quantity. Although the percentage of heroin ad- 
dicts drinking during their period of addiction de- 
creased from preaddiction levels, 54 percent of men 
and 50 percent of women still consumed considera- 
ble quantities of alcohol during the period of heroin 
addiction. ^ 

Perkins and Bloch (1970), in a retrospective 
survey of 521 patients admitted to a methadone 
maintenance program, found an extensive history 
of substance abuse, with 47 percent of patients 
(245) usinl^one to four drugs in addition to heroin. 
Sixty percent of this population (313) consumed 
alcohol; however, an alcohol "problem" was noted in 
only 10 percent In a study of 183 male drug 
addicts, Rosen et al. (1975) found that the most 
common substance used legally by 89 percent was 
alcohol, with 21 percent? consuming considerable 
quantities of alcohol concurrent with their heroin 
abuse. Drinking among these pei'sona was so im- 
pressive that the authors concluded that, if inter 
vention had occurred at an earlier age, the diagno- 
sis for about half of the patients would have been 
alcoholism or alcohol abuse rather than heroin 
dependency. Conrun-ent use of alcohol and heroin 
use has also been noted by other investigators. The 
importance of careful questioning concerning alco- 
hol has been emphasized by Stimmel et al. (1972) in 
a survey, of several hundred patients enteiing meth 
O adone therapy, Eightv-fi\e percent of all persons 
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closely questioned prior to initiation of therapy 
gave a history of considerable, though not necessar- 
ily excessive, alcohol consumption. Almost all of 
these persons had denied current alcohol use when 
the intake worker asked on a routine admission 
questionnaii-e if they drank. 

Epidemiological data therefore suggest that with 
heroin addicts, alcohol is the drug first and most 
frequently abused before initiating heroin use or 
becoming addicted. In addition, a high frequency of 
excessive use of alcohol is common in the life 
histories of chronic heroin addicts (Brown et al. 
1973; Jackson and Richman 1973; Kolb 1962; O'DonneU 
1969; Ro^en et al. 1975). Further, clinicians find 
that when heroin or other opiates are not available, 
alcohol is the most frequent drug sought after by 
addicts as a substitute agent to relieve symptoms of 
anxiety or discomfort. 

Cross Utilization in Animal-Human 
Correlates 

The cross utilization of alcohol and narcotics may 
not ri^erely represent the tendency of a drug- 
dependent person to abuse several drugs, Exper- 
imentally, jjncreasing evidence has been presented 
to suggest a relationship between alcohol and opi- 
ate dependency. Strains of rats bred to ingest large 
quantities of morphine have been fouiui to drink 
more alcohol than control animals (NichoLs and 
Hsiao 1967). In rats bred to consume large amounts 
of alcohol, morphine has been shown to have a 
suppressive effect (Blum. ?t al. 197G). In animals 
undergoing alcohol withdrawal, the acute adminis- 
tration of moi phine results in a suppression of the 
alcohol-induced convulsions. The morphine's sup- 
pressive effect lasts longer than its analgesic ef- 
fect, suggesting that its action in combination with 
alcohol diverges from the usual depressant effect of 
morphine and is due to a specific interaction be- 
tween the two drugs. Clinically, these interactions 
may explain the concurrent use of alcohol and 
narcotics in heroin dependency. 

Medical Evidence of Dysfunction Among Drinking 
Narcotic Addicts 

Medical studies have also indicated an impressive 
prevalence of alcoholic dysfihiction in heroin ad- 
dicts. Maddux and Elliott (1975). in a study of 212 
former heroin users maintained on methadone, 
noted hepatomegaly (In er disorder) in 34 peivent of 
the problem drinkers as compared to 16 percent of 
nondrinking subjects. In a survey of heroin users 
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with persistent chemical indicatois of hepatitis 
associated antigen and antibody, hepatic biopsy 
revealed alcoholic injury in 10 of 12 specimens 
(Stimmel et ah 1972). 

In posi -mortem studies of heroin users, Baden 
(1970, 1972) noted that a significant incidence of 
liver disease occurred mainly in those»persons with 
a history of alcoholism. Similar findings we're also 
observed by Force and Miller 0974) who i^viewed 
the prevalence of liver disease in persons dying of 
acute fataLnarcotism. The incidence of chronic liver 
disease in blood alcohol positive cases was approx- 
imately twice that seen in blood alcohol negative 
cases. Cherubin el al., in a review of epidemiology 
of death in narcotic addicts, found the presence of 
appreciable quantities of alcohol in the tissdes of 
greater than 50 percent of the deceased addicts 
studied (1972). A recent study of risk factors 
associated with mortality in heroin users found 
heavy alcoholism to be the only factor significantly 
differentiating 200 deceased heroin users from a 
control group (Baden 1972). Garriott and Sturner 
(1973), in a study of 22 hefoin addict fatalities, 
found 73 percent of cases to have the presence of 
alcohol or other drugs on lo.xicologic examination. 

AlcoholJDrug Dysfunction in Animal-Human 
^Correlates 

Experimental evidence with laboratory animals 
also addresses increased toxicity with combined 
administration of nai^cotics and alcohol. Rats treated 
with high doses of morphine or methadone have a 
markedly prolonged retention of alcohol in the 
blood stream (Ho et al. 1977). Morphine adminis- 
tration markedly increases mortality in mice pre- 
treated with alcohol (Venho et/aT^DoS). i^imilarly, 
the depressant effects of alcohol \ire markedly 
potentiated by morphine (Eerola et Al 1955: Ho et 
al. 1977). These findings may be relevant to the 
association of narcotics and alcohol on po.st-mortem 
examinations. 

Alcoholism in Patients on Methadone 
Maintenance 

Considering the tendency of heroin addicts to use 
and misuse alcohol, it is not surprising that the 
expansion of methadone maintenance— a treatment 
modality which requires close observation of 
patient^r— has resulted in recognition of alcoholism 
as a serious problem. Bihari, in examining mmntained 
addicts, cites alcohol as the major dijig of abuse, 
with approximately 40 percent of\patients admitted 
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to methadone programs consuming e.xces.si\'e amounus 
of alcohol and 5 percent estimated to be severe 
alcoholics (Bihari 1974). 

The prevalence of aicohol abuse in methadone 
maintenance programs is difficult to determine. 
Reports of prevalence have ranged from 12 percent 
to 40 percent, with some investigators "citing an 
alcohol abuse increase of as much as 100 percent 
following the initiation of methadone therapy (Bloom 
and Butcher 1970; Johnston and Williams 1970; 
Liebson et al. 1973; Maddux and Elliott 1975: Schut 
et al. 1973). In a 10-year foUowup of alcohol abuse 
among more than 15,000 persons on New York City 
methadone programs, problem drinking was i-epoiled 
in only 10 percent to 20 percent of the client 
cohorts. Further, the percentage of patients with 
drinking problems increased with time in treat- 
ment, with an average of 13 percent exhibiting 
problems after 4 years of therapy as compared to 1 1 
percent after 2 years (Gearing 1970). Kreek (1973) 
reported that, of 129 patients maintained on meth- 
adone for 3 years or longer, 25 percent were 
drinking the equivalent of four or more ounces of 
whiskey per day. Other investigators have found 
alcohol use in methadone maintained patients to 
increase from 34 pei'cent of the sample before 
admission to 74 percent after more than H months of 
meth3tlone therapy (Simpson 1973). 

Regardless of the varying prevalence figures of 
alcoholism in persons on methadone maintenance, 
there is no question that the phenomenon interferes 
considerably with the rehabilitative process, and 
may be re.sponsible for termination of methadone 
therapy. Gearing (1970), in a i^view of 405 pennons 
discharged from methadone maintenance, found 
that 28 percent of the women and iS percent of the 
men had been discharged primarily fotr alcohol 
abuse. Similarly, Chambers et ah (1973) reported 
11 percent of 138 terminated patients wei^e di.schiu-ged 
for alcoholism. Comparing 48 persons discharged 
from methadone maintenance with an active treat- 
ment population of 436 patients, Perkins, and Bloch 
(1970) found alcoholism to be pre.sent in 29 percent 
of the former but only 6 percent of the latter. 

Alcoholism Trends in Nonaddicted 
Populations 

Although the figures dealing with the prevalence 
of alcoholism in patients on methadone maintenance 
appear to be impressive, they neit^ier indicate nor 
suggest a causal relationship between methadone 
maintenance and alcoholism. Befgjre reaching the 
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conclusion that methadone pfudnces alcoholism 
(Baden 1970. Bloom and Butcher 1970; Liebson et 
al. 1973), it is necessary to remember that such a 
statement can be considered \ alid only after com- 
parison with matched heroin addicts and or matched 
nonaddicted populations. Almost no exidcncu, how 
ever, has been published concerning the presence 
of alcoholism in heroin addicts enrolled in drug free 
treatment modalities/ Relatively little evidence 
has accumulated also concerning the consumption 
of alcohol among populations of a socioeconomic 
stratum comparable to that of heroin-dependent 
persons. The following studies, which use a variety 
of methodologies to address the problem, ha\e all 
been recent. 

Prebie and Miller (1977), in a survey of pol>drug 
use among methadone patients residing n. a specific 
community, stated that alcohol use among oth*.. 
member.s of the community wab so common thut 
this substance wa.s ,iot considered in the survey 
unless consumed in combination with other drugs. 
Alcohol consumption as a population norm was also 
explored by Brunswick, who reviewed health and 
social behavior in 752 inner-city adolescents 12- 17 
years of age, the majority of whom were black 
(Brunswick 1977). Drinking was. found to be 
sigilificantly related to use of other drugs only in 
the younger teens. By 16-17 years of age, no more 
drug users were drinking than other young people 
that age. Although the sample size was relatively 
^ small and the age of the subjects much younger 
than the age of persons on methadone maintenance, 
the findings do suggest that alcohol use is common 
among inner-city residents regardless of coexisting 
use of other mood-altering substances. 

More intensive -studies have reached similar con- 
clusions on the acceptability of alcohol use. Knupfer 
(1967), in a survey of problem drinking among Bay 
Area nonaddicted males obtained through a review 
of records, subject interviews, and interviews of 
family members, noted that 20 percent of all per- 
sons gave evidence of problem drinking. Robins 
and Guze (1970) performed a comprehensive study 
mvolving 240 men from an inner-city area which did 
not have a history of narcotic abuse. The subjects 
were chosen before any drug or alcohol problem 
occurred on the basis of elementary school records. 
A 25-year foUowup was performed, 95 percent of all 
4;ubjects were located a{id intervievveil. In two 
mstances where deaths had occurred, n ^itives were 
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contacted. Half the sample (48 percent), who were 
in their early thirties, presented evidence of social 
and medical problems associated with alcohol. Nine 
percent had already experienced hospitalization for 
problems due to alcohol abuse, 6 percent had expe- 
rienced job problems resulting from drinking, and 3 
percent had been told by a doctor that Iheir livei-s 
had been damaged b> excessive drinking. 

In a study of 233 male felons discharged from a 
State penitenti^r>, Robins and Guze U970) fuund 
176 persons w ho w ere av ailable to be intcrv ie wed. 
Alcoholism was present 1^27 pticent of the blacks 
and 47 percent of the whites. Among inner city 
residents, the rate of alcoholism was even higher. 

These findings emphasize the prevalence of alco- 
holism in certain high-risk areas and suggest that 
the alcoholism rates in patients enrolled in metha- 
done programs is no greater than and mav' even be 
less than that seen among similar socioeconomic 
populations of nunaddicts. Gi>en thi.^ finding, it 
Would appear that alcoholism does not develop as a 
result of melhailone maintenance, but rather rep- 
resents the inabiliti^ of methadone mainttnanct per 
se to treat or control this existing problem. It 
shouki also be noted here that an> tliscu,»>sion of 
causality shouki in no way detract from the impor- 
tance of alcoholism as a major risk faetor in morbid 
it> and mortality in methadone maintained patients. 

Effects of Alcoholism in Metliadone 
Programs 

Medical 

The medical consequences for persons on metha- 
done maintenance who begin to consume excessive 
quantities of alcohol are considerable Treatment 
experience indicates that the majority of heroin 
'addicts at one time or another have had either' a 
clinical or nonclinical efflsode of viral hepatitis. 
Laboratory tests indicative of hepatic dysfunction 
in these populations indicate a high degree of 
abnormalities, ranging from 50 to 75 percent When 
alcohol consumption is superimposed on preexisting 
hepatic disease, a rapid progression to fatty liver 
and cirrhosis may occur. Kreek (1973) noted that 
hepatic function tests initially normal on admission 
became abnormal in approximately 25 percent of 
patients enroUeil in methadone maintenance. In 
almost all of these cases excessive alcoholism was 
detected. Hepatic coma, cirrliosis, and esophageal 
dysfunction with bleeding are but a few of the more 
serious complications associated with chronic alco- 



METHADONE MAINTENA 

hol consumption in pei-sons on methadone mainte- 
nance. Mortality la pei-sons enrolled in methadone 
may also be related to excessive alcohol consump- 
tion. In a s^jidy of 40 deaths in persons on a 
methadone program, alcoholism was present in 24 
(60 percent) of instances, being directly responsible 
for 88 percent of ail medical deaths and 25 percent 
of all deaths due to violence.^ Scott et at: (1973), in a 
study of mortality in persons maintained on metha- 
done, found that the majority of deaths occurred in 
alcoholics. Roizin (19G9). reviewing methadone main- 
tenance mortality rates, noted a tenfold increase in 
mortality when a secondary addiction to alcohol 
was present. These findings confirm the mortality 
studies of Baden (1970, 1972) who found excessive 
alcoholism to be the only factor differentiating 
deaths in heroin users from a control gVoup. 

Psychological 

The appearance of alcoholism in methadone 
maintained persons hot only results in severe medi- 
cal complications, but in addition markedly inter- 
feres with the rehabilitative pi^ocess; not infrequently, 
it is responsible for premature administrative de- 
' toxification or discharge from the program. By 
exertinjfv an inhibiting effect on cortical centers, 
alcohoQfects the appearance of aggressive behav- 
ior with frequent acting out. Patients so intoxicated 
cannot conform to or tolenitc clinic rules, and 
constantly create disturbances. Unfortunately, when 
sober, the patient usually has little or no memory of 
events occurring during drinking and thei'ofore is 
unable to learn from the ex})erience. Denial ()f a 
drinking problem, cominun to nonnarcotic addicted 
alcoholics, ih albo pi-e\ a!ent among persons on meth- 
adone maintenance. The combined use of alcohol 
and methadone, especially with ingestion r)f the 
former shortly before or after a methadone dose, 
results in the synergistic action of both agents, with 
a greater potential for o\ ersedation and obtundation 
Staff in most clinics, unless pi'Operly trained, 
react to the alcoholic methadone patient in an 
adverse manner. Rehabilitation may i^top, in part 
due to the difficulty in working with one who is 
inebriated. However, the fioistration in seeing a 
patient develop another dependency as ecjually 
damaging as heroin also takes its toll. Hecui-i-ent 
hospitalizations foi- gastrointestinal bleeding and 
liver disease ai'e not infrequent. Further, it is 
difficult— if not impossibk^to refer alcoholic drug 
clients for treatment, since most alcohol abstinence 
programs will not :iccept methadone maintained 
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patients. The frustration and anger of clinic per- 
sonnel may be transmitted to the patient who in 
turn, unable to handle the rejection, increases 
his/her acting out. The end result of such develop- 
ments is often an administrative discharge or de- 
toxification. 

Detoxification for Alcohol/Drug Patients 

Withdrawal from narcotics does not necessarily 
eliminate alcoholism. O'Donnell (1969), in an 11-year 
foUowup of 266 former heroin addicts, found 30 
percent of this time span was spent in alcohol or 
barbiturate addiction. At the conclusion of the 
study, 30 percent of subjects with a predrug history 
of alcoholism were alcoholic, while only 7 percent 
were addicted to narcotics. Vaillant (1966), in a 3- to 
12-year foUowup study of 30 former heroin atidicts 
who remained abstinent from narcotics, found 14 
(47 percent) had used alcohol during the abstinent 
penod, with 10 (33 percent) using this agent for 
prolonged periods. 

It IS therefore not surprising that detoxification 
from methadone may result in an impressive in^ 
crease m alcohol consumption, especially if rehabili- 
tation has not progressed to a sufficient degree.'* 
Schut et.al. (1973) have noted the most nOmerous 
incidents of e\cessi\e drinking to occur in patients 
when the> were beginning to withdraw from meth- 
mlone. Once detoxification from methadone has 
occurred, alcoholism appears to be the single most 
imi)ortant' problem in preventing the individual 
from functioning ab a productive member of socie- 
ty. Mezritz et al. (1976) found that one factor 
correlating with the degree of rehabilitation after 
detoxification from methadone the amount of 
alcohol consumed (luring treatment or subsequent 
to discharge. Simihu^ly .Jackson and Richman ( 1973). 
in a foUowup study of more than 300 patients who 
had left or were discharged from methadone thera 
py. found that, although abstinence from narcotics 
was common, alcoholism was prominent; more than 
75 percent of all subject.s consumed excessive quan- 
tities of litjuor. 



Summary 

The exact prevalence of alcoholism in patients on 
methadone maintenance has not been clearly de- 
fined. Current studies do. however, suggest that 
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such prevalence is probably no greater than that 
seen among heroin addicts or nonaddicted individu- 
als Xrom comparable socioeconomic strata. The hy- 
pothesis that excessive alcohol consumption in meth- 
adone patients does not exct^ed that of other 
populations in no way diminishes either the^magni- 
tude or seriousness of this problem. There is little 
doubt, for example, that alcoholism exposes the 
individual to several risks when methadone main- 
tenance is the therapeutic modality. Concomitant 
excessive alcohol use slows the rehabilitative proc- ^ 
ess, rs associated with severe medical effects which 
may contribute to the patient's demise, and, finally, 
will often result in premature administrative (letox- 
ification from methadone maintenance. For these 
reasons it )>ecomes extremely important to (a) iden- 
tify- methadone patients who are potentially at risk 
to consume excessive quantities 6f alcohol; and (b) 
develop therapeutic modalities specifically designed 
to deal with alcoholism in the methadone maintained 
patient. 



RECOGNIZING THE PROBLEM; 
DIAGNOSIS 



When une cun.siiler.s the changes occurring in a 
heroui addict entering methaduno maintenance thur 
ap> . it Ks nut hurpn.^ing that alcuhulism and pul\tlrug 
abu^se becume prominent problems for t>ume iniii 
^\ uIuhLs. Hennn one uf the most [xjtent euph-jrogenit 
agenth known. Although the lifetityle of individual 
heroin users in both the suburbs and cities ma> 
differ Mib>tantiaH>, certain common features ha\e 
been identified (Stimmel 1975, Barr et al. 197G). 
Most uf these persons have had an impoverished 
familv relationship markeii b>.JJie separation of 
parents, often with the absence of a strong father 
figure. NUACP (National Institute on Drug Abuse 
llmU) data show that over (50 percent of heroin 
Uhens experience broken homes before the ^.^^e of 
12. Kiei|uentl> alcoholism or drug use prevails in 
the fanuly , and the future heroin user is usuall> 
u\ertl\ luihappy and unable to tolerate frustration. 
In this setting heroin at time^ mav be used as a 
relief frum miserv rather than a source of pleasure. 
With continued use of heroin, however, anxietv is 
transientlv alleviated, and if a constant source of 
heroin us a>sured. a fragile equilibrium with the 
eii\ ii-uiiment us established. Loss of this euphurogertic 



effect may destroy this relationship and, depending 
on predisposing factors, result in alcoholism. 

Social/Psychological Characteristics of 
Alcohol/Heroin Addicts 

Barr et al. (1976), in their study of problem 
drinking in narcotics addicts, have noted significant 
differences between the addicts drinking at prob- 
lem levels and a nonalcoholic addicted group. As 
chikiren, the alcoholic -addicts experienced more 
difficulty in concentrating in school, often making 
mistakes by doing things too fast. They more 
frequently reported having an unhappy childhood 
and a greater degree of estrangement from the 
father, which suggests that problem drinkers expe- 
rience family relationships which are even more 
fragile than those of nonproblem drinking addicts. 
Problem drinkei's were significantly more likely 
than other addicts to have come from homes where 
alcohol use was a prominent issue, and to have close 
family members who consumed alcohol excessively. 
Their lifestyles were less frequently stable than 
nondrinking addicts, and they had a gi'eater likeli- 
hood of obtaining income from illegal activities; 
these individuals evidenced greater arrest records 
and were more frequently charged with crimes 
against individuals and property. In short, the 
lifestvle of these individuals tended lo oe more 
lieviant than those atltiicts who did nut report any 
prtjblem with alcohul cunsumptiun. Since the per- 
>unalitv chai-acterislics uf the two gi'oups were not 
tlissimilar, it appeals that both ak holism and 
narcotic adiiictiun nuv spring frtjm a similar devi- 
ant background. 

Robbins and Nugent (1973), in a stutlv comparing 
heroin aihiicts from buth uutpatient and inpatient 
settings with alcoholic inpatients, suggested that 
psychological difficulties— particularlv feelings of 
anxietv and depression— were common in both types 
of depentienc> . Differences betw een the alcohol and 
heroin gi'oups existetl in terms uf economic and 
stjcial problems resulting fn^m society's view of 
heroin atkiiction rather than ilifferences in the 
individual u.->ers. Not .>urprisingl> , such problems 
resulted in a rapitil.v deteriurating lifestvle for the 
heroin addict. Toler {1975), in a comparison bf 
personal valuer uf alcuholi<«^H and aikiicts through 
the Use of the Kukeach Value Survev, found that 
the values uf these two groups did not vary 
significanti> and were markedlv different from 
results reporteti from a cunlrol population. The one 
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area of difference it^lated lo feehiijr> of .^i-lf-reliaiict 
and self-sufficiency, with addicts scoring hijrher on 
the independent vahie than alcoholics. These traits 
have been emphji^ized by Dudley et al. (1974) w ho 
compared profiles of addicts and alcoholics utilizing 
a Social Readjustment Uating Que>tionnaire. The 
alcoholics were found to be unable to perceive the 
importance of the psychosocial chanjre> and disnip- 
.tion that their drinkinjr created, being nuich more 
passive-aggressive and depressive. Addicts, on the 
other hand, were found to be more independent and 
aware of the impact of addiction on lifestyle. 

Kissin (1973L while noting that alcoholics and 
drug addicts have similar psychological clK^racteris- 
tics, has demonstrated differences with respect to 
age, lifestyle, and social sophistication. These simi- 
larities and differences become important when 
attempting lo formulate therapy for treatment of 
alcoholism and will be discussed in a subsetiuent 
section. 

Upon entering methadone mauUenance. the 
previously established levels of tolerance estab- 
lished by heroin are maintained. The methadone 
prevents withdrawal, allowing the former addict to 
divert his/her energies from the constant search for 
heroin. The establishment of high levels of toler- 
ance through methadone prevents illicit heroin from 
producing euphoria, theivby eliminating its ability 
to provide relief from an.xiety. An.xieties now begin 
to surface as the individual is confronted, often for 
the first time in years, with a need to reiissess 
his/her life situation and develop meaningful rela- 
tionships and goals. In many instances these same 
anxieties may ha\e initiateil alcoh(»l and later her- 
oin use. In a search for a substitute lo relieve such 
tensions, alcohol may be consumed in increasing 
quantities, resulting in the rapid establishment of 
alcohol dependency. 

Alcoholism Defined 

Since the heroin addict \s ho al>o coiusume.s exce.s- 
sive quantities of alcohol repre.sept.s a point on a 
continuum, it becomes impoilant to recognize the 
existence of or potential for e.\ce.N.Ni\e alcohol use at 
an early stage, so that treatment may be instituted. 

Over the years there have been many definilioius 
of alcoholism. In general, chronic alcoholi.sm can be 
said to exist in the presence of: (1) repetiti\e 
drinking *of alcoholic beverages to an extent that 
e.xceeds customary du^lary u.se. (2) di.sruption of 
Interpersonal relationships and .social functioning; 
(3) impairment of vocational pr(/ducti\ity; (4) ob- 



served developmental loss of control over drinking 
patterns; and (5) evidence of physiologic changes 
attributable to increjused alcoholic intake. 

The recognition of any of these characteristics in 
association with drinking can easily allow for the 
diagnosis of excessive intake. Unfortunately, the 
blun-ed distinctions on the continuum b^.^tween the 
social drinker and the chronic alcoholic make diag- 
nosis (piite difficult. Persons with a potential for 
alcoholism, as well as those una^vare individuals 
who actually are excessive drinkers but present 
lume of the signs listed above, must be identified. 
Clinically, the most helpful finding in this regard is 
a preaddiction history of alcohol consumption. This 
may also serve as a prognostic sign as to whether 
alcoholism will appear after detoxification from 
methadone. O'Donnell (llHiU). in his 11-year fol- 
low up of 2()1) narcotic ad^ic4i<r1bun(l that of those 
individuals with prenarcotic drinking histories. 30 
percent were alcoholic and 7 percent ding addicted. 
Of those without evidence* of prenarcotic alcohol- 
ism. 7 percent were alcoholic, whereas U percent 
wer'> addicted to narcotics, 

Clinical observation and careful review cf past 
alcohol and substance abuse, while essential, do not 
in themselves provide sufficient information for the 
detection of alcoholism. Additional techniques have 
been developed through the use of psychological 
testing as well as biochemical analysis. 

Psychological Testing 

Selzer (1971) (Ie\ eloped a >erie.s of behaviorally 
desOripti\e .stateinent.s in 1%7 that were found to 
be effective as a screening test for the detection of 
exce.^sive alcohol use. Termed the Michigan Alco- 
holism Screen Test (MAST), it was subse(iuently 
modified by Swenson and Morse (1975) into a 
3-l-item (luestionnaire in a yes/no format, permit- 
ting a relatively easy administration by either the 
patient or a mental health worker. This self- 
admini.strating alcohol screening te>l (SAAST) has 
been shown to be useful in identifying alcoholic 
patient.s within a general clinic population. Until 
recently, however, no one has attempted to use 
either the MAST or the SAAST as screening de- 
vices in addict populations. 

Sia.ssi and Alston (1970) tested the validity of the 
MAST in 12.") patient.s enrolled in methadone main- 
tenance. The MAST scores w ere compared with the 
chemical ratings ()f treatment staff. Foily-six |)ercent 
of the patient.s tested scored in the alcoholic range, 
while 34 percent of the patients were diagnose(» Jis 
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alcoholic by the staff. There was a 75 percent 
agreement between the IJlAST findings and the 
staff ratings (p<.001), suggesting the effectiveness 
of the MAST in detecting alcohoL abuse in this 
treatment modality. 

Cohen et al. (1976) used a modified SAAST to 
screen three groups of narcotic-dependent persons 
on methadone maintenance: 30 individuals with a 
known problem of alcoholism, 30 individuals with 
no histoi7 or signs of alcoholism, and 80 persons 
who initially denied any problems associated with 
excessive drinking on entering the program, but 
who later became problem drinkers. The ability of 
the modified SAAST to separate the alcoholic from 
the nonalcoholic addict was confirmed (p<.001). 
This test was also found to have a considerable 
predictive value in identifying those 'individuals 
who became problem drinkers. Fifty^even percent 
of those persons who denied having a history of 
alcohol Consumption and yet w^ho scored high on the 
SAAST became problem drinkers; only 8 percent of 
individuals with low scores did so (p<.001). 

Other psychological tegts have also been used to 
idenlify the presence of alcoholism in persons on 
methadone maintenance. Maddux and Elliott (1975) 
found that methadone maintained patients who 
were problem drinkers scored higher on the Zung 
Depression Scale than those without problems. Lang 
et al (1972) found that a combination of the Zung 
Scale and the Bender Motor Gestalt Test differen- 
tiate.! 17 out of 34 patients whose progress on a 
niethacJone progi-am w^as considered unsatisfactory 
relative to the consumption of alcohol. 

Laboratory Analysis 

Biochemical tests are frequently used to diagnose 
the presence of alcoholism. Unfortunately, the tests 
used to date have been generally unsatisfactory. 
Detection of chronic alcohol use throiigh blood 
alcohol levels or with a breath analyzer^ will be 
ineffective for many heavy drinkers since alcohol 
ma} be 'absent from the blood after relatively brief 
periods of abstinence. Further, the presence of 
alcohol in the blood does not distinguish acute from 
chronic alcohol consumption (Hamlyn 1975). Ab- 
normal serum enzymes indicative of hepatic dys 
function are frequently attributed to consumption 
of alcohol. While alcoholism may produce liver 
diottfae manifested by abnormalities in the^e en- 
zymes, the high prevj^lence of abnormal hepatic 



dysfunction in narcotic addicts related^to the exist- 
ence of chronic hepatitis makes identification of 
hepatic enzymes as a marker for alcoholism less 
than valuable. Specific serum enzymes such as 
glutamic dehydrogenase and gamma glutamyl 
transpeptidase are considered to be more specific to 
alcoholic liver disease, however, they are elevated 
in only a portion of heavy drinkers and may be 
ele\ated in patients with nonalcoholic liver disease 
(Rollason et a!. 1972; Konttinen et al. 1970). 

Recently Shaw et al. (1976) described a charac- 
teristic abnormality of plasma amino acids related 
to chronic and recent alcohol consumption consisting 
of an increase in the ratio of plasma alpha amino-n- 
butyric acid and plasma leucine (A/L). In an experi- 
mental model of alcohol feeding in baboons, the A/L 
was found to be elevated with results reproducible 
regardless of nutritional factors. Clinical studies 
found elevations in the majority of alcoholics assessed 
by several diagnostic criteria in both hospitalized 
and ambulatory settings — independent of the pres- 
ence of either malnutrition or liver disease (exclu- 
sive of active chronic hepatitis, acute type A hepa- 
titiSt and advanced cirrhosis). 

The A,L i:atio v,as also determined for a popula- 
tion of 25 methadone maintenance patients and 
compared to three separate criteria for alcoholism; 

(1) National Council on Alcoholism (NCA) criteria, 

(2) average alcohol intake, and (3) test scores of the 
i/iodified SAAST. There w as a statistically signifi- 
cant positive correlation between the ratio and each 
of these criteria, with elevation noted in 16 of 18 
alcoholics fulfilling major NCA criteria and sampled 
within 1 week of drinking. Only* one false-positive 
test was noted. No correlation was seen between 
positiveness of A/L ratio and presence ot abnormal 
serum chemistries. This test was found to be more 
sensitive in detecting alcoholics among methadone 
patients than blood alcohol measurements even 
though the population was under little pressure to 
abstaiii for the day preceding the examination. 
Although the use of this te^t as a diagnostic tool is 
in the preliminary stage, existing data suggest that 

' the A L ratio ma> be especially important in detecting 
active alcohol consumption in narcotic-dependent 
populationb where mild to moderate hepatic dys- 
function is prevalent. This test may also be of value 
in follow ing the course of a!cv/hulism during therapy 
oc the ievel of AANB.leucine is increased by chronic 
and recent alcohol consumption of 2 to 4 weeks, 

^mce this level will revert to normal during a 
2'Week period of abstinence. 
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.Summary 



Both psychological and biochemical tests exist to 
help identify the methadone maintained patient 
who is a problem drinker. However, it cannot be 
emphasized strongly enough that every effort should 
be made to also identify those persons who poten- 
tially may consume excessive quantities of alcohol. 
Treatment staff aware of this potential should begin 
intensive preventative counseling so that the pro- 
gression toward alcoholism is slowed or altogether 
aborted. 



THERAPY 



Alcohol therapy for persons maintained on meth- 
adone is a rather formidable undertaking. The 
background of these individuals suggests that the 
drinking addict is one whose addictionjis deeply 
rooted within his/her personality structiare. In cer- 
tain ways this individual resembles a nonnarcotic 
alcoholic more than a nondrinking narcotic addict. 
Although intensive and comprehensive therapy is 
needed, the author^s clinical experience has shown 
that attempts to place such persons in therapeutic 
alcohol facilities have met with little success. 
' ' Alcoholics Anonymous (AA), one of the most 
prominent treatment groups, has consistently re- 
fused to accept methadone maintenance patients 
for treatment. The AA concept— that the only 
acceptable approach is abstinence from all medi- 
cations—precludes participation from methadone 
patients. Although these individuals will be ac- 
cepted subsequent to detoxification from metha- 
done, most methadone patients, remembering the 
hazanls of illicit heroin use, are unwilling to be- 
come detoxified in order to enter the AA setting. 
Similar organixa^ons such as Synanon and Al Anon 
are also relucUmt to accept the methadone patient. 

Referral c/ narcotic addicts to therapeutic pro- 
grams (lealihg primarily with alcoholism is also 
usually met wlt^i-ft- good deal of practical resistance 
on the part of both patients and staff of alcohol 
programs. Client differences in age and self-concept 
(as emphasized earlier in reviews of Toler 1975 and 
Dudley et al. 1974) do not allow for a ready integra- 
tion of narcotic addict and alcoholic. However, it 
might be hypothesized that, in the treatment set- 
ing, psychologi^ral differences between the narcotic 



addict an^l the alcoholic maypresent advantages for 
combined alcohol therapy. The alcoholic is usually 
described as a passive-aggressive, depressed indi- 
vidual who in the therapeutic setting is often guilty 
and contrite, appearing to have strong motivation 
to resolve his/her drinking problem. In contrast, 
the heroin addict appears-manipulative and aggres- 
sive. If these two personalities could be successfully 
integrated in therapy, each might complement the 
other's weaknesses. The alcoholic may benefit froFn 
exposure to the younger, more self-assured nar- 
cotic addict, who in turn may have his/her hostility 
moderated by exposure to the more mature, com- 
pliant alcoholic. The possibility of achieving a mu- 
tually beneficial effect has been discussed by 
Ottenberg and Rosen (1971). In ajeview of Wz 
years of combined therapy affecting 484 alcoholics 
and 201 addicts, they found that initial divisiveness 
an^ong groups eventually gave way to successful 
therapeutic efforts. The retention rate of alcoholics 
in joint treatment was 59 percent as compared to 56 
percent in preceding years, suggesting greater 
therapeutic progress. 

As with narcotic addicts, methadone patients 
have been resisted in alcohol treatment programs. 
Clinic experience shows that personality character-' 
istics of the latter more closely resemble those of 
nonnarcotic alcoholics. However, the therapeutic 
setting may enhance existing tendencies toward 
impulsive and boisterous behavior, creating resent- 
ment in the alcoholic patient. Then too, treatment 
staff— accustomed to a drug-free approach and un- 
familiar with methadone— may have difficulty with 
the methadone patients' acting-out behavior. As a 
result, Qxcept for admission for detoxification, few 
facilities exist which will accept alcoholics maintained 
on methadone maintenance for* ongoing therapy. 
. This resistance is often a byproduct of frustration 
following unsuccessful attempts to rehabilitate the 
methadone maintained patient. It can be hypothe- 
sized, however, that such attempts can be made 
more effective if all physical and social psycholog- 
ical needs are appropriately addressed in treat- 
ment. Specifio methods for meeting these needs are 
described below. 

Existing Resources for the Therapy 
of Alcoholism 

The steps to follow in treating the alcoholic 
methadone patient are similar to those required by 
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ihv ihiiiiiaiTulu athliit altoliolii aiul lonM.st uf. (1) 
nianaguniunt uf aiuti' intuxiaitioii iliivctuil at u\er- 
comingthe iniineiliati', uffuit.s uf alcohol. (2) correc- 
tion of an\ prci^^ing phyMcal infirmitieb related to 
alcoholiMii, ami tlicra|n to affi^t the long-term 
behavior. It \mi>i be e!npha>i/,cil that, considering 
the increasing experimental i'\iilence suggesting 
the potential letlialit> of combined alcohol and 
narcotic use. an\ person turning into a methadone 
clinic acuteh intoxicated with alcohol should not be 
given his her daih methadone dose. Chronic con- 
sumption of alcohol should be monitored through 
daih clinic \isits and a lowering of methadone 
maintenance dose >{> as tu diminish the chances of 
an overdose reaction \s lien the usual intakes of 
methadone tir alcohol are consumed within shorter- 
than-usual^jjei-iods. 

Although detoxification from methadone has been 
advocated for patients w ho become alcoholics in tht 
course uf treatment, thi> approach is not appropri- 
ate for several reasinis. First, essential therajieutic 
contact with the patu^nt is therebv terminated. 
Further, return to illicit heroin uso — a significant 
risk in such .cases — will expose the person to the 
dangers of illicit injection as well as ci'bate fluctuat- 
hig blood levels of narcotics which 'may make an 
overdose reaction more likelv. It is far more pref- 
erable to attempt to detoxify the person from 
alcohol as an immediate step, tlieii proceed to work 
intensi\elv witli him her to o\ercome the drinking 
problem. It should be remembered that even a 
mean dose of o mg per dav asi>ures continuetl 
attendance in the clinic and, therefore, continued 
staff-patient contact. 

Detoxification from alcohol within the methadone 
clhiic rc({uires aii assessment of the individual's 
status at the end of treatment. It therefore be- 
comes essential ti>. design a therapeutic modalitv 
to monitor and help the alcoholic methadone main- 
tained person thnmghout his, her piugram. At 
present tht^re several mt.des of therap.v for the 
ti*eatment lif alcoholism that inav be utili/etf b.v staff 
in methadone clinics, a brief description of each of 
these follows. 

Therapy Modes 

DISULFIRAM (ANTABUSE) 

Hald and .Jacob.^o'n iVMH) noted that an aiuilogue 
of thivram termed di.^ulfiram (subse(|uentlv called 
Antabuse) W(iuld produce a marked intolerance to 
alcohol, with tlie strength of the reaction depending 
upon the amount of the <lrug taken as well <is the 



quantity of alcohol consumed. The u;^e of diiiulfiram 
in now vv idei>pread bince the drug, v\ hen administered 
in appropriate dosages, ha.s proven to be a safe and 
effective deterrent to drinking (Fox 1967). Several, 
studies utilizing disulfiram in patients on metha- 
done maintenance have found the agent to be -useful 
for controlling alcoholism in dioig addicts. Howev- 
er, in order to insure that clients will take this 
medication, it is necessary to dispense it at the 
same time as methadone. WTien patients v\ith take- 
home medication privileges are allowed to take 
disulfiram in the home setting, compliance is usu- 
all> minimal. Liebson, in a study of alcoholic meth- 
adone maintained patients given disulfiram dail>' in 
the clinic as con , ared to a comparable gi*oup pro- 
V ided w ith the medication and instructed in its daily 
use. found that the number of drinking days for the 
self ai^ministering gi'oup averaged 17 percent of 
total treatment days as compa!\id to 1 percent fur 
the gi'oup receiving iljsulfiram in the cHnic setting. 
Although each day's drinking as recorded on the 
treatment chart resulted in a mild disulfiram reac- 
tion in the first gi'oup, no such reaction w as noted in 
the second gi'oup. shice the medication would al- 
vva>s be discc/ntinued several da>s before drinking 
(Liebson and Bigelovv 1972). 

The effect of patient cooperation w as also studied 
bv Bihari and Bashkovv (197()) in a much larger 
study of disulfiram use bv patients enrolled in the 
New York Citv methadone maintenance program. 
Of those patients offered disulfiram therapv . ap- 
proximatelv one-tliird refused this medicatiuii. one- 
third initiated the program and dropped out within 
a relatively short period of time, and one-third 
staged in the pn^gram. In the gi'oup that stayed in 
the progi'am. a favorable alteration of dnnking 
patterns vsas noted. In observing thcae trends, it 
should be stressed that Use of disulfiram does not 
affcv.1 the cause of the drinking anv more than 
methadone alleviates the personalitv disorders 
associated vsith hcioin dependency. The use of this 
agent mav. howe\er. enable the patients to main- 
tain the degree of sobriet> necessi^rv to effect the 
continuation of more intensive therapy. 

Ingestion of disulfiram is not without hazard and 
cannot be recommended for patients vvitli a history 
of heart disease, psychotic persons, or pregnant 
women. Continued drinking on disulfiram may re- 
sult in significant neurologic and ps> chologic changes 
due to increased levels of acetaldehv tie. In addition, 
patients under disulfiram treatment must be warned 
about alcohol contained in medicines or foods, as 
well as the dangers of inhalation of alcohol fumes 
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from varnisii or sht'llac when thcso substances arc 
used in a dosed area. 

In addition to its side effects, disulfiram. when 
taken concomitantly with other agents, may result 
in drug interactions. Disulfn-am is rapidly absorbed 
fi-om the gastrointestinal tract. Due to its high 
lipophilic activity, its .maximum action may not 
occur for up to 12 hours, and elimination is rela- 
tively slow; most of the drug is oxidized in the liver 
and subsequently excreted in the urine. The he- 
patic effects of disulfiram may interfere with the 
metabolism of other drugs, resulting in a greater 
potential for clinical toxicity of these agents. Such 
interactions have,been described for the concomi- 
"tant use of diphenylhydantoin (Dilantin), oral 
anticoaguiaSits. and isoniazid. Since metabolism of 
methadone "also occurs in the liver, one might 
expect an int/raction bdtween methadone and disul- 
firam. However, little data have been published in 
the literature with respect to such interactions, 
and that clinical relevance remains to be deter- 
mined. 

Chamvastra et al. (1976). iii a study of eight 
methadone maintenance patients p^'f" Antabuse, 
were not able to demonstrate any differences m 
Jiematological parameters or blood chemistry tei;ts 
for up to 16 months of combined therapy, wjth the 
exception of serum glutamic oxaloacetic transami- 
nase (SCOT) values The SCOT values which were 
elevated revealed a progressive retui-ri to normal, 
suggesting the discontinuance of alcohol cortsump- 
tion. Since no work has been published concertiing 
plasma methadone levels in paUents given disulfir- 
am, it is. entirely iwssibie that nu«tuations in plasma ■ 
' levels of methadone may occuyAll such patients 
should be carefully monitorert upon initiation of 
disulfiram therapy to assuiieJiat a change in meth- 
adone dose is not needeiL 

ABSTJNENCE 

There is no question tliat abstinence is the opti- 
mal approach with re.spect to alcoholism, as it is 
with respect to heroin use. UnfortunatelK|ilthough 
' abstinence from alcohol may be an effective ap- 
proach for some indi'viduals, it is clearly an inap- 
propriate .solution for all segments of the alcoholic 
population. There is no reason to expect that alco- 
holic patients on methadone maintenance would 
accept abstinence lo any greater degree than 
nonnarcotic dependent alcoholics. For example, it 
has feen estimated that of the 9 million alcoholics, 
only approximately 5 percent are members of Alco- 



holics Anonymous (Gottheil 197G). Even among the 
5 percent, however, there are many who are not 
able to abide By the AA principles of abstinence and 
cannot be reached. The percent of individuals on 
methjidone who would be unamenable to an absti- 
nence approach would be expected to be higher, 
since this population has selected a maintenance 
progi-am rather than a dru-g-free approach as the 
cuiTent therapeutic modality for treatment of the 
heroin dependency. 

CONTROLLED DRINKING 

The controversy between abstinence versus con- 
trolled drinking as a therapeutic modality in the 
management of alcoholism has continued for many 
years. The advocation of abstinence as the only 
effective approach to therapy of alcoholism has 
been based on the physiologic "loss of control" 
hypothesis, viz. drinking any amount of liquor will, 
in an alcoholic, lead to furthef uncontrolled drinking. 
\yhile this may certainly be true of many alcoholics. 
\i does not seem logical that the los.s-of-control 
* concept would hold for all. Engle 'and^Williams 
(1972) randomly assigned 20 of 40 alcoholics to a 
gii)up receiving 1 ounce of vodka disguised in a 
strongly flavored vitamin mixture. Half of the 20 
were then told that they had rec«i\ed the vodka. 
These investigators found that there was no rela- 
tionship between consuming a single drink and an 
increased desire /or alcohol: rather, an increased 
' de.sire followed the receipt of information that 
alcohol had been con.sumed- 

Recently, evidence has appeared in the literature 
supporting the possibility 'of a controlled drinking 
approach in the treatment of chronic alcoholism. 
Paredes et al. (1969) found that only 3 of 66 
alcoholic patients exhibited a craving for additional 
drinks after they had taken "authorizeil drinkf m 
the course of the study. Mello (19?2) has also 
gathered evidence against the belief that one drink 
will lead to uncontrolled- drinking. Davies (1962) 
notecT'that 793 individuals given brief psychother- 
apy had maintained moderate social drinking patterns 
for followup periods of up to 11 yeai-s.. A similar 
' percentage of patients, according to Gerard and 
Saenger (1966), maintained patterns of limited al- 
cohol consumption at 1-yeai- followuj). Pattison (1968), 
in a literature review on controlled drinking, esti- 
mated that between 4 percent to 10 percent of 
alcoholics may ul^mately becopie social drinkers. 
Emerick (1975), reviewing 384 studies of psycho- 
logically oriented alcoholism treatment; showed. 
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that ilifferences in treatment methods did not 
significantly affect long-term outcome. The mean 
abstinence rates did not differ between treated and 
nontreated alcoholics. 

Skujaet aL (1976) reviewed the effectiveness of 
therapy in 563 sei-vicemen referred to a Navy 
alcohol recovery program over a 2-year period. Not 
surjirisingly, of those considered ineffective in their 
job performance, 84 percent were drinking at 
6-month's followup. Of those rated effective, how- 
ever, 59 percent of younger (25 years of age or 
younger) subjects and 42 percent of older (over 25 
years of age) subjects were still drinking. At the 
end of a 12-month period, 77 percent of the younger 
effective subjects and 44 percent of the older effec- 
tive subjects were still consuming variable amounts 
of alcohol. These findings suggest that complete 
abstinence may not be a realistic or even a neces- • 
sary goal for the achievement of social productiveness. 

The most recent controversial study concern- 
ing the effects of controlled drinking was conducted 
by the Rand Corporation (Armor et al. 1976). This 
survey followed a sample of 1,340 aicohul^for » io^\ 
18 monthi> after entering a treatment prograTnrTh^^^ 
relapse rate was no higher among those who drank 
than among those who were complete abstainers. 
Persons who remained for only one treatment ses- 
sion had a 50 percent remission rate at followup; 
those with more extensive treatment, on the other 
hand, had a remission rate of only 20 to 25 percent. 
It should be noted that this study suffered from 
many limitations, the most prominent being the 
aggregating of data from many different centers, 
resulting in an absence of randomization and uni- 
formity of therapeutic interventions. 

A bette^ designed, extensive test of controlled 
drinking was performed by Sobell and Sobell ( 1976), 
who randomly assigned alcoholics who qualified for 
controlled drinking to either behavioral modifica- 
tion with moderation in drinking as a goal, or to 
traditional therapy with abstinence as a goal. Out- 
come was judged on the basis of a 2-year followup 
which included assessment of drinking patterna and 
various sociologicalsindicators of adequate daily 
functioning. The contrtrH^ drinkers were found to 
have functioned best in several indicators, includ- 
ing number oi days abstinent. 

BEHAVIOR THERAPY 

Hamburg (1975) and Pomerleau et al. (1976) have 
comprehensively reviewed the use of behavioral 
therapy in alcoholism. Therapies diagnosed as ef- 
fective* included pretreatmant identification of cues 
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triggering excessive drinking, with subsequent ed- 
ucation of the patient forthe identification of high- 
risk situations in connection with broad spectrum 
behavioral counseling. Such treatment techniques 
may use family therapy and videotaping during the 
alcoholic state. 




Application of Therapeutic Techniques to 
Methadone Programs 



It should be emphasized that, in treating the 
alcoholic methadone maintained.patient, there is no 
need to promote any particular form of therapy to 
the exclusion of others. A comprehensive program 
.should be tailored to suit an individual's needs and 
offer the possibility of supportive environments, 
psychotherapy, crisis intervention, abstinence, or 
controlled drinking. The advantage of utilizing a 
broad-base approach has bepn emphasised by sev- 
erai investigators. Costello (1975) noted that the 
broader the range of treatment resources, the 
greater the chance of a favorable outcome. Impor- 
tant variables noted by his study were collateral 
counseling, psychotherapy, disulfiram use, and the 
services of Alcoholics Anonymous. JEmenck (1975), 
in a survey of 384 publications dealing with alcohol- 
ism treatment, noted that, although abstinence 
rates did not differ between treated and nontreated 
alcoholics, more treated than nontreated alcoholics 
improved, suggesting that formal treatment of any 
kind increased an alcoholic's chance of reducing his 
drinking problem. KiSsin 0972) found that the rate 
of success directly correlated with the number of 
therapeutic modalities available. Those patients 
'-treated with three available modalities were more 
successful than those patients with only two 
modalities, who in turn had more successful -t^ut- 
comes than those offered only one type of therapy. 

Methadone programs should therefore establish 
comprehensive alcoholism treatment plans which 
can provide patients with the most suitable form of 
therapy. The techniques used will vary, depending 
upon individual needs and the medfcal status of the 
patient (which may contraindicate a specific type of 
therapy). ^Many patients, especially those with al- 
coholic liver disease, will have abstinence as a 
therapeutic goal in combination with one or more 
other therapeutic modalities. However, a consider- 
able number may also benefit from a controlled 
drinking approach in association with behavioral 
modification therapy." 
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FINAL SUMMARY 



Excessive consumption of alcohol in persons on 
methadone maintenance is a problem of considera- 
ble magnitude. There is no evidence, however, to 
support the notion that methadone is an etiologic 
factor which produces problem drinking, or that 
excessive alcohol consumption or alcoholism is any 
greater in this population than in a matched group 
of nonmethadone dependent persons. The effects 
of alcoholism m persons on methadone programs 
are considerable and may result in severe and even 



fatal medical c(lmplications, as well as interruption 
of the rehabilitee process and administrative 
discharge from methadowfe maintenance. 
- Since facility choices for the treatment of alcohol- 
ics are far froip optimal, it is essential to identify 
the problem drinker as early as possible to prevent 
a progression to alcoholism. Diagnosis can be aided- 
by both psychological and biochemical tests. Once 
identification has occurred, treatment should be 
taUored to the individual's needs. Advantage should 
be taken of all appropriate and available modalities, 
including controlled drinking when indicated. In 
sum, the treatment of the alcoholic methadone pa- 
tient may not be more successful than that seen in 
the nonnarcotic alcoholic, but it need not be less so. 
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INTRODUCTION 



For thousands of years, substances which have 
served as effective medical pharmaceuticals have 
also been the source of a social problem-drug abuse. 
Opiates, India hemp, rauwolfia, and alcohol were 
known and employed medicinally long before Pibli- 
cal times, and even then their potential for abuse 
was recognized. Thefe now exists for the treatment 
of disease* and injury a pharmaceutical array of 
staggering proportions. It would follow that the 
modern psychotropic drugs within this^ast phar- 
macopoeia, especially those producing profound emo- 
tional, psychological, and behavioral effects, would 
come to be abused as had some of the ancient 
remedies with similar properties. In this regard, 
one of the developments which most mtngues 
researchers in the field of substance abuse has been 
the apparent establishment of a subculture jn which 
heavy drug use, often involving several different 
types of drags, is an integral part. And, whether 



subsUnces are ingested in combination wiin one 
^nothei; or sequentially, it seems that multiple 
abuse is far moi-e common than was suspected. 

The early literature^relating to drug and alcohol 
abuse was clearly ^a reflection of the fact that 
treatment establishments were initially separate 
• and exclusively focused upon a given substance of 
abuse. Thus, drug-oriented literature focused upon 
drugs, and alcohol-oriented studies focused upon 
alcohol. There was little acknowledgment that these 
two agents could be used by preference simulta- 
neously, and concurrently as well as exclusively. 
Over the years, however, ^it became evident that 
large numbers of the persons labeled single-substance 
abusers were in fact abusers of more than one 
substance. As time went on, the alcohol treatment 
establishment began to agrep that it was not un- 
common for certain subpopulations of alcoholics to 
be also engaged in serious and significant<^buse of 
drugs, and at the same time the drug treatment 
establishment began to note that it was not un- 
common for their patients to be engaged in senous 
alcohol abuse. It was at this time that the term 
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"Mibstance abiKsc" wa.s coined in order to reduce the 
pularit) betueen the alcohol and drug abuse con- 
stituencies, which had proven to be counterproductive 
and limiting to the understanding of general abuse 
^)atterns. This concept made it possible to look at 
compulsive substance abusing behavior as a whole 
and to examine the potential commonalities be- 
tueen those populations whose modal patterns of 
abuse included alcohol and thi^^^e whose modal 
pattems did not. 

The San Diego Polydrug Study Unit (SDPSU) 
has been able to identify a particularly significant 
pattern of abuse among a group of substance users 
uho were studied between 1973 and 1975. These 
uere individuals uho commonly and frequently 
used alcohol barbiturate hypnotics, and minor tran- 
quilizers. This pattern of substance preference was 
intriguing since there is an interesting ref^iprocal 
pharmacological relationship between alcohol, hyp- 
notics (both barbiturate and nonbarbiturate), and 
drugs of the minor tranquilizer class. One of the 
major behavioral effects common to compounds of 
the.se three pharmacological classes i.s the depres- 
sant effect on .sjiecific centra! nervous system func- 
tions. It has been hypothesized, and to some extent 
.proven, that the euphona or "high" derived from 
use of these compounds is due to a releasing phe- 
nomenon secondary to CNS depressant effect. Fur- 
ther, theoe three cLksses of compounds exhibit cross 
tolerance to taih other and vvhen used in combina- 
tion produce a potentiation of effects upon the 
central nervous .svstem. Thus, it is not surprising 
that .street u^er.s of these compounds have found 
that they can enhance the effects that they are 
seeking by u.sing the^e substances in combination. 

. In addition, the cross tolerance between drugs of 
theM^ cla.s.se.s also, allovvs street users to maintain 
themselves and to prevent withdrawal symptoms, 
v\hen addicted to one of these substances, by sub- 
stituting the Use of drugs from the other classes. 
Fur example, a street barbiturate addict soon learns 
that if his supph of barbiturates is interrupted, 
substitution of minor tranquilizers (e.g., diazepam) 
and alcoliol can effectively maintain the individual 
until barbiturates become available. This cross tol- 
erance has also been put to medical use, since one of 

- the more commonly accepted methods of detoxifica- 
tion from alcohol is tbix)ugh the use of diazepam 
(Valium). Thus, given this unusual pharmacological 
interrelationship, it is not surprising that those 
drug abusers who prefer CNS depressants often 
abuse ami use substances from these three classes 
uf compounds in Lumbination or in substitution for 
one another. 
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To more full> ilescribe this modal abuse pattern, 
this group of individuals v\as labeled "mixed 
substance'' abusers. We have shown that this par- 
ticular patient population does not fart well in the 
currentlv established treatment network, since they 
are seen b> alcohol agencies as being drug abusers, 
by drug agencies a,s being alcohol abusers, and by 
mental health agencies as being both (Judd et al 
1978b). It is therefore appropriate that the unique 
problems of this group be acknowledged and that 
the treatment system be retooled to accommodate 
them. To this end, the authors examined two 
dissimilar data pools in detail and coalesced this 
information to determine prevalence, significance, 
and possible distinguishing characteristics of those 
individuals who combine alcohol and sedative use; 
an attempt was tlu , made; to find characteristics 
Common to this compulsive ^substance abuse behav- 
ior. I 

The hypothesis of the .^tudy v\as suggested by 
the clinical observation ^hat certain individuals 
v\hose major abuse habits involved heavy alcohol 
and h>pnotic-sedaU\e cop.sumption (barbiturates, 
nonbarbiturate Ivpnotics^ etc.) were more severely 
d>sfunctioniil, both psychologically and socially, 
than other nudtisubstatice abusers. A research 
design uas developed (o stud> these particular 
mixeil .^ub.stance abuser;^ and determine whether it 
was possible to characterize their behavior based 
onl> on their consumption patterns. Specifically, 
then, the working hvpo^thesis was that those mixed 
substance abusers wl^ose modal abuse patterns 
include alcohol and barbiturates (sedatives) would 
prove to be distinguishable psychologically and/or 
sociallv from the other categories of polydrug abus- 
ers in the population pidar study. 

The data for in-deplh analysis of this population 
came from two sources. The first was a study called 
the National DrugAlcthul Collaborative Project 
(NDACP) which was carried out in various drug/ 
alcohol treatment centers in the United States. As 
data collection and compilation had already been 
carried out bv NDACP, the authors examined the 
figures in terms of tlie basic hypothesis. The second 
r>uur».t k/l luujrmation was the San Diego Pulydrug 
Study Project (SDPSU) itself, which had been 
prospectively designed to answer specific research 
questions. 

BeuiUse one of the main goals was to attempt to 
partiLiilarize the drug and alcohol consumption 
patterns in these two diverse population samples 
by mcaiis of detailed personal histories and inter- 
V II a spi cial if fort was made to gather as much 
information as possible on contemporary as well as 
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lifelong abust' piaclitis foi' oath subject. In addi- 
tion to these basic data, demop-aphic inejusures on 
ethnic, educational. leliKious. and socioeconomic 
backgrounds were gathered along with information 
on marriage, personal income, drug-related an-esl 
rates, and expenses for dnig purchases. Although 
it was not possible to carry out psychiatric exami- 
nations or other tests of intellectual or psychosocial 
functioning on the NDACP sample, this was feasi- 
ble with the SDI'SU population and yielded pro- 
vocative pi-ofiles. 

Before the data are formally presented, one 
specific caveat to the reader should be underscored. 
As stated above, our original hypothesis wjus'that 
those individuals whose major abuse patterns in- 
clude use of barbiturates sing'" and/or in combina- 
tion with alcohol are potentially a unique subpop- 
ulation among the general drag abusing popula- 
tion. Thus, the analysis of the data presented in this 
chapter was conducted with the subject sample 
subdivided on the presence or absence and the 
levels of alcohol and barbiturate abuse. As will be 
seen, this subclassification of the sample was suc- 
cessful in e.stablishing specific behavioral and social 
profiles for the .subpopulations divided on this basis. 
As will he outlined in the chapter, there were a 
number of di-stinctive characteristics con elated with 
the subgi oups of alcohol and/or barbiturate use. On 
the other hand, alcohol/barbiturate drug abuse cat- 
egories proved to be by no means exclusive in 
terms of the abuse of other drags since other 
substances were used fre(iuently and severely in 
addition to the alcohol and'or barbiturate abuse. 
For example, the two categories, barbiturates alone 
and barbiturates plus alcohol, which proved to be 
the most extreme in a wide spectram of behaviors 
were also found to be more extreme in their drag- 
abusing behavioi-s as well. Specifically, individuals 
in these two gioups were significantly more prone 
to m.ultiple drug use and often were significant 
users of heroin as well. 



NATIONAL DRUG/ALCOHOL COL- 
LABORATIVE PROJECT (NDACP) 



Results 



In dealing with the NDACP data, the specific 
focus was to a.ssess whether there were any similar- 



ities between sedative and alcohol abuse and whether 
individuals who by habit abused these substances 
singly or in combination were in any way different 
from' their peei-s. The NDACP data \Vere gathered 
for the 3-month period prior to admission and for 
the user's lifetime. Categories— <lerive(l on the 
basis of their differentiating characteristics— are as 
follows: (1) Barbiturate Alc/hol Group (BARB + 
ALC). which used both baA)iturates and alcohol 
reguhirlv: (2) Barltil urate /jrouj) (BARB), which 
used bJirbiturates regularly^:i) Alcohol Group (ALC). 
which used alcohol regularly: and (4) NEITHER, 
which used neither'alcohol nor barbiturates i-egulai-ly. 
In addition to the substances included in these 
categories, there were varying degrees of usage of 
other substances. This method of categorizing 
sedative and alcohol use. however, had j)roven to 
be an effective method of .separating and under- 
standing this type of mi.xed substance abuse in a 
previous study by the author (Judd 1978a). and the 
gi-ouping appeared to be e(iually valid for a more 
representative national sample. Asnvill be seen, 
these cohorts comprised only a small percentage 
of the NDACP sample: nevertheless, being similar 
to the San Diego groups, they proved useful in 
furthering the clinical" under.standing of substance 
abusei-s under study. 

Demographic and Personal Characteristics 

The information in tables 1. 2. ;i. and 4 presents 
the NDACP subjects" resp«n.ses categorized on the 
basis of whether they regularly used alcohol and 
barbiturates in combination, singly, or not at all. 
These tables present data both for the 3 months 
prior to admis.sion and for lifetime use. However, 
since user trends ,are similar for both time spans, 
the analysis here will concentrate on 3-month find- 
ings onlv— which reflect the subjed's more recent 
recall and are comparable with SDPSU data for the 
same period. The materials included in the next 
four tables are designed to show evidence of how the 
four different .-substance categories show variability 
(or similarity) acro.ss a number of demogi-aphic and 
personal characteristics. This empirical presenta- 
tion speaks largely for itself and will not be repeated 
inlhe text other than through highlighting and .some 
summation. 

It was surprising to learn that in terms of the 
entire sample the numerical distribution among the 
four groups was extremely uneven; the vast major- 
ity of the subjects fell in either ALC (h = 746) or 
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Table ^.— Global demographic characteristics of the NDACP subjects categonzed on patterns of regular 
alcohol/sedative nse for 3 months prior to treatment (n= 1,434) 




RAPR A At P 


t) A Pn 


ALC 


NhlTHhR 


U€mo^8pnic cn&r8ctcristics 




\ft — AK)} 


<n = 746J 


(rt'=602) 


Age at admission, in years 


27.6 


25.1 


33.3 


26.8 


Female percentage 


23.9 


37 5 


' 17 4 


26 7 


Mean age lefl school 


17.2 


IV 7 


16.6 


' 16.8 


Years of school completed 


11.6 


11 I 


10.1 


10 2 


Ethnicity, in percent: 






* 




Afro 


20.5 


51 


38 2 


24 0 


Hispanic 


11.4 


33.3 


20.9 


28.3 


Utner 


6 8 


33.3 


10 2 


9 8 


Anglo 


61 4 


28 2 


30.7 


37.9 


Mean monthly income 










in dollars 


450 


. 605 


320 


344 


Mean monthly illegal drug 










expenses in dollars 


498 


650 


299 r 


^ 395 


Childhood (to age 12) 










in low income community. 










in percent 


28.9 


27 5 


49.1 


35.5* 



NEITHER - 602) categories. Only 3.2 percent of 
the sample w ere classified as BARB t ALC and only 
2.8 percent as BARB. 

Substance Use Characteristics 

The data on specific substance abuse di\ ided on 
the basis of the sedative. alcohol use categories are 
summarized in table 3. The most frequent abusers 
of multiple substances were those subjects in the 



BARB and BARB ^ ALC^Toups. These t\No groups 
re\ ealed the highest percentage of amphetamine, 
marijuana, cocaine, and minor tranquilizer abuse 
and the highest mean number of additional drugs. 
The presence of other substances bemg used regu- 
larly within the four categories must be Carefully 
considered. It alLw for a more compltne under- 
standing of the foui\ types, but further anal>ses of 
the t>pes need also lake into account the presence 
of possible contamniating or extraneous factors, 



Table 2 —Global demographic characteristics of NDACP subjects categonzed on patterns of regular 
afcoholisedative use on a lifetime basis 



Demographic characteristics 


BARB + ALC 


BARB 


ALC 


NEITHER 


Age at admission, in 










mean years 


28.5 


25.1 (75) 


33 6 (7781 


26.2 (490) 


Female percentage 


20.9 (148) 


38 (79) 


17 7 (791) 


26.6 (500) 


Mean age lefl school 


17.0 tlAO) 


17.7(65) 


16 7 (732) 


16 8 (341) 


Mean school years completed 


10.9 (147) 


11.5 (78) 


10 10(782) 


10 07(495) 


Ethnicity, m percent:^ 










Afro 


23 1 




40 1 


22 


Hispanic 


17.5 


26.0 ^ 


212 


30.8 


Other 


98 


23.4 


10 3 


88 


Anglo 


49.7 


41.6 


28 4 


38 5 


Total percent 


100.1 (143)^ 


100 1 (77) 


100.0 (770) 


100.1 (478) 


Mean monthly income 










in dollars 


432.83(126) • 


583 99(71) 


317 13(696) 


310.33(358) 


Mean monthly illegal drug 










expenses m dollars 


65^ (131) 


726 8 (73i 


313 52(724) 


326 8 (445) 


Childhood (to age 12) 










in low income community. 










in percent 


40 (145) 


26 (77) 


50.3 (786) 


34 5 (493) 
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TABLE 3 -P<^rsonal and social characteristics of the NDACP subjects categorized on patterns of regular 
alcohollse^dative use for the 3 months prior to treatment 



Characteristics 



Living with family 

members <percent> 
Number of residences in 

last 12 months 
Ever arrested for drug 

violations (percenH 
Ever overdosed (percent) 
Ever treated for emotional 

problems (percent^ 
Ever attempted suicide 

(percent) 
Ever in auto accidtfoKwhilc 

under the influence of 

drugs or alcohol (percent! 
Ever incarcerated (percent > 
Ever married (percent) 
Ever had a full-time 

job (percent) 



BARB + ALC 
(n«46) 



67.5 
2.92 

45 6 

M.3 

55 6 
27,3 



63 0 
60 9 
51 1 

81 3 



BARB 

(,-:«40) 



60 

2.66 

40.0 
53.8 

52.5 

35,0 



38.5 
55.0 
41.0 

67,6 



ALC 
(n«746) 



53.9 

1.17 

27.9 
35.7 

28.5 

18.5 



35.1 
59.2 
55.9 

82.3 



NEITHER 
(n«602) 



62.9 

1.24 

38.4 
35 0 

25 9 

159 



27.8 
43 2 
40.3 

60.8 



i.e., other drugs and (heir own specific conelates 
and consequences. 

When all four gi-oups are^ assessed for relative 
drug preference among the substance classes, it is 
obvious that heroin and et^pecially marijuana were 
the two substances which showed high frequency of 
abuse across all four categories of abusers. It is. in 
fact, marijuana which was the most frequently 
abused drug within each category. 



If the entire set of data is considered, a general 
impression emerges which suggests that there are 
distinctive differences betw^n the alcohol/ sedative 
users and others in the NDACP group. Perhaps it 
would be most instructive to (consider both differ- 
ences and similarities at this time in order to 
develop modal characteristics for each of the four 
groups. First, the heavy barbiturate user (BARB) 
and the sedative/alcohol abuser (BARB + ALC) ac- 



Table A.—Personai 
regular a 



and social characteristics of the NDACP subjects categorized on patterns 



of lifetime 



Characteristics 



Mean nu;nber of residenc^^ 

in last 12 months 
Ever arrested for drug 

violations (percent > 
Ever overdosed 

(percent! 
Ever treated for emotional 

problems (percent* 
Ever attempted suicide 

(percent) 
Ever in auto accident while 

under the influence of 

• drug.s or alcohol (percent 
Ever incarcerated 

(percent I 
Ever married 

(percent) 
Ever had a full-time job 

(percent) 
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HAKB-ALC 


BARB 


ALC 


NF/iTHEH 


2 66)134) 


1 72(72) 


1 62(736) 




87 8 U48) 


69.C (79) 


76.0 <796) 


63 7 (501) 


61 0 U46( 


•63.3 (79) 


33 4 (781) 


30 1 <489» 


47 9 046) 


48 7 (78) 


26.9 (791 1 


23 7 (498) 


33 3 044) 


32 1 (78) 


16.0 (792) 


14 7 (484) 


58 2 U46) 


36 4 (77) 


33.6 (782> 


25 3 U83I 


7 1 C « 1 48 • 


46 8 (79) 


57 8* (296) 


39 1 <501) 


55 3 (143» 


45 5 (77< 


56.9 (7791 


50 7 <495» 


88 3 {\\\* 


74 2 <66) 


81 7 (573) 


55 1 (405» 



X 
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Table 5, — Percentage of NDACP subjects withm each of the alcohoj.sedative use categories who reported 
use of substances other than alcohol or barbiturate during the 3 months prior to admission^'^ 





dAKd + ALL/ 


dAKd 


ALC 


NEITHER 


Drug 


in - 46) 


in -40) 


(/i = 746) 


(/i = 602) 


Heroin 


23.9 


42,5 


15.8 


19,1 


Other opiates 


10.9 


22.5 


2.9 


^ 3,2 
6 1 


Amphetamines 


19.6 


22.5 


6.3 


Marijuana 


58 7 


52.5 


31.0 


34.7 


^Hallucinogens 


10.9 


17 5 


3 6 


38 


Cocame 


19 6 


175 


83 


,6.1 


Mmor tranquilizers 


39 1 , 


27.5 


100 


6.6 


Inhalants 


4.3 


25 


09 


1.5 


Nonprescription 


22 


00 


08 ^ ' 


1.3 


Mean number of drugs used, 










not including alcohol and 










barbiturates 


1.89 


2.05 


0 80 , 


0.83 



'The drag uae c« gory of other* i» not availajle for NDACP regular us** 3 munths priur to admis>3ion Therefore, in comparison, for the mean figures tor number ot drugs 
UMd in thit table, with comparable figures for PSU. a downward adjustment of 0 2 to 0 05 in the mean PSU figures should be rhade 
^ince n«pOii*e itjms are not mutually exclusive, column percentages cannot be summed 



count for less than 10 percent of the NDACP 
population, and therefore these are not significant 
abuse patte^m in this sampie. Those individuals 
who were significant abusers of alcohol (ALC) 
made up approximately hair of the population 
surveyed in the NDACP study, (The multiple 
substance users, however, tended to fall into BARB 
and BARB ALC groups.) 

To highlight 'nd briefly summate the findings 
BARBandBARB + ALC were most heavily Involved, 
and ALC and NEITHER were least heavily com- 
mitted to a multiple substance use pattern. These 
groups divided similarly along socioeconomic lines 
with ALC and NEITHER having the lowest monthh 
incomes and having the highest percentages from 
low income communities. The four gi'oups c(msid- 
ered together indicatea a shared preference fur 
heroin and marijuana over other drug categories 
(excluding barbiturates or alcohol). Members of 
BARB and BARB f ALC, however, also v\ ere more 
likely to use minoi tranquilizers, amphetamines 
and cocaine. It is interesting that a higher percent 
age of the BARB + ALC group used marijuana and 
minor tranquMizers than did the other groups. It 
should be noted here that barbiturate.^, alcohol, and 
minor tranquilizers are classes of compounds with 
cross tolerance for each other, and that this tri^d of 
drug abuse has been described as a modal one for 
certain individuals. The BARB group was substan- 
tially more likely to use heroin and other opiates 
than were the other gi'oups. Although the rea.^ons 
for this pattern are not clear, it can be theorized 
that barbiturate use may be related to controlling a 
heroin^habit or managing it when heroin is un- 
available. 
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Racially, most groups contained at least 20 percent 
in the Afro category (except BARB, which was 
more than 94 percent Anglo), with the highest 
concentration of Afros in ALC. His^anics were 
most frequent in BARB and least frequent in 
BARB + ALC, which was over 60 percent Anglo 
(.'"•eir highest concentration); BARB had the lowest 
frequency of Anglos, Finally, the only gender dif- 
ferences occurred in ALC where females were the 
least frequent (17.4 percent) and^ BARB, where 
they constituted the highest percentage (37.5 
percent). 

Dividing the NDACP results on the basis of the 
categijries of alcohol, sedative u.se thu^ provided 
some data which identify and characterize the indi- 
viduals in each of the four gl•oup^. Especially signif- 
icant was the finding that le.^s than 10 percent of 
NDACP subjects reported BARB ^ ALC and BARB 
use patterns sufficient to be included in these use 
idUrguiies. it v\a.s anticipated that this tvpe uf drug 
/buse Would be more prevalent and representative, 
even though a number of the centers collecting the 
NDAGP data were oriented to the rehabilitation of 
heroii/ dependent person.-,. Neverthfeles^s it watj 
encj^raging tnat a serit.^ of rela^ud' personal and 
social characteristics clustered with the four ca},e- 
gories of alcohol sedative use ft>ucb that conM.stent 
pictures could be empiricall> constructed — not only 
for their descriptive values but also for possible use 
in treatment as well. 

The second phase of the jjnjject compared the 
NDACP sample with the sample of poly drug users 
that \» V re studied in San Diego. As w ill be see;i. the 
methods used to examine the two studies were 
quite different. The NDACP study as reported 
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here was primarily an inventory taken on a large 
subject sample, while the San Diego study focused 
upon a smaller subject sample, using a wide spec- 
trum of assessment techniques. ^ 



THfi'^TSN DIEGO POLYDRUG 
STUDY \ 

Methodology 

. During 1973-75, the National Institute on Drug 
Abuse (NIDA) funded. and sponsored a national, 
geographically diverse, collaborative research pro- 
gi-am focused upon multiple substance al^use. One 
bf.the 11 research centers estiiblished was located 
in San Diego. This progi'am was designed to collect 
-standardized, Qieanirtgful information on multiple 
substance abuser? and to offer the most advanced 
treatment techniques to this patient population. 
While- the progi-am encouraged i^ferrals for all 
types of polydrug users, the^ progi-am did have a 
special interest in patients with a modal abuse 
"'^jattern characteri/C<U)y heavy use of central nerv- 
' ous system depressant drugs. Those individuals 
who were primary abusers of opiates and were 
Opiate dependent on admission were referred else- 
where and were not included in the sample studied. 
All admissions to the San Diego Polydrug Study 
Unit (SDP^U) were by referral from other medical 
and treatrnent agencies. Specifically, the largest 
numl3e.r of refeiYals (20 percent of the total) came 
from the county-operated 24-hour drug hotline. 
-Other significant refernil sources were as follows: 
inpatient psychiatric wards (5 to 10 percent), emer- 
-'gency rooms (5 to 10 percent), the San Diego 
Mental Health syst^i (5 to 10 percent), community 
clinics (5 to 10 percent),n)rivate therapists (5 to 10 
percent), the probation diversion program (5 to 10 
percent), and other drug treatrnent programs (5 to 
10 percent). Efforts to generate self-referred cases 
by public advertisement and media* appearances 
. proved to be relatively unrewarding. 

During the 2V> years^ of SDPSU's operation, 170 
patients, Were accepted for evaluation and treat- 
ment. Of these patients, 151 completed at least 1 
aspect of the evaluation battery. The SDPSU initial 
, intake form contained questions requesting detailed 
information on the patient s pattern of drtig use 
'^luring the 3-month period immedij^tely preceding 



contact with the program. It is from this data base 
that patients were categorized into groups based 
upon their drug using patterns. A total of 122 
patients provided sufficient information regarding 
both their alcohol and sedative use to classify them 
into the same four alcohol/sedative use categories 
used in the NDACP analysis. This gi'oup is the core 
subject sample which w^ used for the statistical 
analyses and data which follow. 

The group evenly represented both males and 
females. Most subjects were in their twenties at the 
time of admission, with a handful being in their 
teens or over 35 years. Eight out of 10 were Anglo, 
with the remainder about evenly divided between 
Afro,'" Hispanic, and other categories. This ratio 
generally reflects that of the overall population of 
the San Diego SMS A. Half of the sample had never 
<been married, while of those who had. only one in 
tV^e reported marriages which were still intact. 
About half the subjects were high school graduates, 
five were college gi'aduates, and three had never 
attended high school. The Hollingshead Index of 
Social Class for the subject s childhood family was 
•obtained'for two-thirds of the sample. The mean 
value whi.ch resulted. 4.5, is midway between the 
categories Of skilled workers and sales/clerical per- 
sonnel. In summary, the study sample was com- 
prised mostly of young, unmarried, working class 
whites, representing both se.xes. and having mod- 
est educational backgrounds. 



Results ' 

In order to a.^sess the relationship between the 
use of alcohol and sedatives and the use of other 
drugs, the populatioivvas first divided into the four 
categories BARB + ALC, BARB, ALC, and NEI- 
THER based on the criteria described earlier in the 
chapter. These criteria were applied to the 3-mont\i 
period just pribv to iidmission. 
^ fhe resulVs Qf this first level of analyses are 
reported in table (>, which compares subjects in the 
four alcohoFsedative use categories with respect to 
their reguLr (multiple weekly)^ise of other drugs, 
which is less stringent than the NDACP definition 
of regular use. The percentages of amphetamine, 
heroin, and marijuana use in the BARB -f ALC gi'oup 
were significantly higher than in all other groups. 
There wel'e also significant differences among the. 
four groups regarding the regular use of other 
opiates, hallucinogens, cocaine, inhalants, and other 
drugs. It was only iii thi» use of tranquilizers that 
the BARB + ALCgi-oupwascompai able to t 
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Table Percentage of SDPSU subjects categorized on patterns of alcotiol I sedative uSe reporting 

multiple weekly use^of substances otfier tfian alcofiol or barbiturates during tfie 3 ntonttis prio( to 
^ admission 



f 








NEITHER 




BARB + ALC 


BARB 


ALC 




Drue ' 


.(«--= 44) 


^n = 34) 


(« = 25) 


(n = 19) 


Heroin 


42.9 


6.3 


"80 


111 

11.1 


U.Ul 


Other opiates 


18 2 


0.0 


8.7 


• 5.3 


0.01 


Amphetamines 


68 3 


30.3 


25 0 


0.0 


0.01 


Marijuana 


79,1 


55 9 


.62.5 


38.9 


0.01 


Hallucinogens 


25.0 


12.5 


12.5 


59 


O.Ol 


Cocaine 


14.3 


5.8 


4.2 


10.6 


0.01 


Minor tranquilizers 


35.0 


35 3 


36 0 


35 3 


n.s,^ 


Inhal£^nts 


13 9, 


6.0 


8.0 


5.3 


0.01 


Nonprescription 


0.0 


88 


12.0 


9/ 


0.01 


Other 


25.6 


15.6 


80 


y6.3 


0.01 



'Flach chj square te«l was done with 4x2 tables, with regular use of substances being "yes" or "no " 
S » Nonsignificant 



The BARB and. the ALC groups were relati\ely 
indistinguishable from each other, although there 
were small <lffferences with respect to ampheta- 
miftes-aod^ The NEITHER group differed 

'mtably from the BARB and ALC groups with 
respect to amphetamines, marijuana, hallucinogens, 
and cocaine. 

In table 7 the drug use frequencies are recorded. 
Sixty-one percent of the BARB + ALC group indi- 
cated they were ut>ing at least three drugs regu- 
larly in addition to barbiturates and alcohol, which 
was considerably higher than any of the other three 
groups. 

Based upon the d^a, the BARB + ALC group 
stands apart as representing the stereotype of the 
multisubstance abuser. On the other hand, those 
subjects who used alcohol or barbiturates, but not 
bulk, uere less extreme in their drug abuse patterns, 
they tended to use two or three drugs concurrently, 
preferring marijuana and. to a lesser degi*ee, minor 
tranguilizers and amphetamines. Those using nei- 
ther alcohol nor sedatives on a regular basis tended 
to be primarily single substance abusers, involved 



with marijuana (38.9 percent) and minor tranquiliz- 
ers (35.3 percent) and with some heroin use (ILl 
percent). 



Psychological Data ' \ 

It has been mentioned earlier that in addition to 
gathering data on drug use history-, a wide variety 
of demogi-aphic, medical, psychiatric, and psycho- 
^...wnetnc data wei e collected on the subjects at intake 
and at followup. The instrumentij and measures 
used are presented, along with a brief discussion of 
the findings for the four groups. . 
Intake form 

Medical history and physical exammation 
Psychiatric diagnostic interview 
Halstead-Reitan Neunjpsychological Battery 
Psychiatric Evaluation Fonn (PEF) 
Global Assessment Scale (GAS) 
Electroenceohalogi-am 

Minnesota Multiphas/c Personality Inventory 
(MMPI) ' / 



Table l.— Comparison of total number of drugs used regularly b> SDPSU subjects charactbrized on patterns 
of alcofiol/sedative use . 



Additional drugs used 


BARB + ALC 


BARB 




• ALC 


N' THER 


(multiple weekly) 


in^44) 


(rt = 34) 




(« = 25) 


<n = 19) 


0 (percent) 


2 


9 




12 - , 


21 


1 (percent) 


16 


50 . 




32 


58 


2 (percant) 


21 


15 




32 


n- ' 


3 or more (percent^ 


61 


27 




24 


10 


N 


100 < 


101'' 




^ 100 


100 


* V 

Mean 


3.06 


1 76 




'l.80 




'Percentages do no« actually total 100 becauM of rounding * 











California Psychological Inventory (CPI) 
Zungs Self Rating Depression Scale 
Profile of Mood State (POMS) 
Drug use history questionnaire 
Wechsler Adult Intelligence Scale 
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Mood States (POMS). In Addition, the primair 
therapist for each patient evaluated the patient's 
cUmc^ status and general leve! of personal functioning 
and coping using two standardized instruments: the 
Global Assessment Scale (G A^) and the Psychiatric 
Evaluation Form^(PEF). Th\data from these in- 
ventories were analyzed with the sample divided on 
the basis of the alcohol/sedative use categories, and. 
no differences were found on the following instru- 
ments: the California Psychological Inventory, Min- 
nesota Multiphaoic PersonaUty Inventory, ZUngs 
Self Rating depression Scale, Profile of Mood States, 
and the Global Assessment Scale. It was only in the 
PEF that differences between the four groups were 
ol^tained: These are sumniarized in table 9. Com- 
parison of means by a series of tests indicates that 
the BARB + ALC group members were r^ted by 
their therapists as being significantly higher users 
of narcotics than the members of other groups 
which, in turn, were not significantly different from 



Both the drug use history questionnaire and the 
intake form contained numerous inquiries regard- 
ing the drug and nondrug related aspects of the 
subjects* life histories. A number of items were 
found to relate to the four alcohol-sedative use 
patterns and some of jthese variables, associated 
with social functioning and drug use patterns, are 
summarized in table 8. ' , 

Jn addition to the biographical and clinical inven- 
tories, the subjects were administered two psycho- 
metric personality tests— the California Psycholog- 
ical Inventory (CPI) and the Minnesota Multiphasic 
Personality Inventor}^ (MMPI)-along with the Zungs 
Self Rating Depression Scale and the Profile of 

TABLE 8.-Persona/ and soc/a/ oharaoX^mos of the SDPSU subiects categorized on paUerns of alcoholl 
. sedative'^e, in percent ^ 



Characteristics 



Percentage female 

Living with 1 or nfiore family 

members 
Resided in current location 9 

months or more 
First source of barbiturates 

friends 
Arrests for drug violations 
Monthly illegal drug expenses 

greater than $20 
Most drugs obtained from 

friends or family 
Initial drug trials predomi- 
nantly due to curiosity or 
boredom 
Multijile Vomantic 
attachments 



BARB + ALC 
(n = 44) 


BARB 

(n = 34) 


ALC . 
in = 25) • 


NEITHER 
(n=19) 


n 

(n = 122) 




44.2 


70.0 


28^ 


57.9 


121 


0.009 


48.8 


63.6 


32.0 


78 9 


120 


0.01 


*30.0 


43.8 


28 6 


68 4 


lie 


0 02 


76 5 
87 5 


26.1 
45 5 


64.7 
70 6 


33 3 
50.0 


85 
85 


0.02 
F0.02 


59 4 


29.2 


18 8 

1 


25 0 


84 


0 016 


66 7 


fl 1 


36 8 


23.1 


81* 


0.035 


68 6 


36.0 


35.0 * 


26.7 


95 


C.Ol 


70.6 


42 1 


37 5 


33.3 


81 


0.04 



(Ultegories 



TABLE 9,-Difierences on assessment scales oriented toward psychopeithologtes among sub'iects 
categorized by patterns of alcohollse cfative use . 



Scale^ 



Psychiatric evaluation form* 
Narcotics/drugs 
Alcohol abuse 
Suicide/self-mutilation 
Antisocial attitudes/acU- 
Depression 



BARB + ALC 


BARB . 


ALC 


NEITHER 


(/j = 44) 


(n'=34) 


(n-25) 


(n = 19) 


4.35 


3.81 


3.84 


4.00 


2.64 


1.91 


2.96 


2.18 • 


2.29 ' 


1.41 


1.68 


1.94 


3.21 


2.59 


2.68 


2.30 


3.10 


3.09 


2.68 


^ 3.71 



F Ratio 



2.6C9 
3.657 
3.650 
3.500 
3.075 



0.05 
0.02 
0.0^ 
0.02 
0.03 



»The PEF •calii are rated ft* foUowi 6 - extrf me. 6 
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, 4 - moderate»3 - miW. 2 « minimum, l - none 
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each other. The therapist estimates of severity of 
alcohol ab^se were consistent with the alcohol/ 
sedative use classification^ for the subjects in the 
BARB + ALC and ALC rfoups. 

The "suicide self niutilatk^n" and "antisocial atti- 
tudes acts" scales on the PEF^easured both self- 
directed and cthcr-dii:ected, hostile and aggressive 
bfehavior. Here the BARB + ALC group had the 
highest rated scores. Thus, there is evidence that 
the BARB + ALC group was judged to be a higher 
suicidal risk and also a higher risk for impulsivity 
and acts of violence. This confirms a street "myth" 
whi9h indicates that the siibstance abuser who 
regularly combines alcohol and barbiturate use is 
behaviorally one of the rnpst unpredictable of the 
various ^types of drug users. Interestingly, the 
groufi judged by a clinical PEF (psychological eval- 
uation form) to be the most depressed was the 
groui^ that did not regularly abuse alcoK^ and/or 
barbiturates (i.e., the NEITHER group), m^may 
be simply because this gi'oup of individuals was 
genuinely more depressed, or it may be that they 
were less sophisticated in their self^medicating 
attempts — not regularly using substances known to 
temporarily alleviate depressed .moods. The clini- 
cians* ratings of overall impairment, based on the 
Global Assessment Scale' scores, were :^trikingly 
low. On this particular scale, the lower the score 
the greater the individual's impairment is judged to 
be.. All group scores fell in the 20 to 30 range, wh^cb 
mdicates that basically the patients uere seeri^as 
being unable tu function with'jeven a modicum of 
effectiveness in most /ireas of their lives. They 
were also seen Lu manifest seriou§l> flawed judg- 
ment and were unable to communicate effectively 
with others in their environment. 

Thus, the entire pc^pulation studied by the SDPSU 
was judged by. experienced clinicians to be mark- 
edly dy'sYunctional buth persunally and socially . It is 
particularly' interesting that the single must dys- 
functional group was the un^ combining heavy 
alcoholandsedativeuse(i.e.» the BARB + ALC group). 
These subjects appeared tu be more impaired in 
their ability to/unction effectively on a day-tu-day 
basis and tu manage their lives in an acceptable 
manner, Since this type uf substance abuser j)rovevl 
to be signifij^antly more dysfunctional than the oth- 
ers, it may be that the-BARB + ALC group is the one 
most at risk fur psychiatric disorder and most in 
need of ti^aditional forms of psychiatric interven- 
tion. This, in part, ig supported by NDACP data 
which also indicated that the BARB + ALC pattern of 
substance abuse and the highest correlation with 
psychological instability. (See tables 3 and 4.) It 



was interesting^ that the heavy alcohol/sedative 
abuser could be singled out from others as being 
more impulsive, having poorly modulated affect 
and mood, and— while not grossly psychotic- 
manifesting major incapacities in daily living and 
coping abilities. 

Analysis of MMPI, CPl and POMS results 

When the data from the MMPI, CPI, and POMS 
were compared ^n the basis of the alcojiol/sedative 
use categories, no consistent differences emerged. 
However, the SDPSU subject sample taken as a 
totality did present some interesting findings. In 
figure 1 the composite MMPI profile for the entire 
group is presented. As can be seen, all but two 
scales— masculinity/femininity (Mf) and social intro- 
version (Si>— fell between 1 Vz to mbre than 3 standard 
deviations above the norm, while the MP and SI 
scales were a full standard deviation 'above the 
norm. Thus, the mean MMPI profile for these 
individuals was markedly elevated, indicating a 
high deg ^e of psychopathology as measured by 
this inventory. A similar profile, with major peaks 
on the psychopathic deviate (Pd), schizophrenia 
(Sc),' and depression (D), scales constitutes ah eight, 
four, two pattern which has been previously found 
in young d linquents and incarcerated persons. 
Specifically, ndividuals with this MMPI configura- 
tion are generally impulsive -and nonconformist, 
and tend to reject traditional lifestyles. Further, 
tfiere is often a high incidence of character disorder 
and borderline states in patient populations with 
peaks on these particular scales on the MMPI. 

Unlike the MMPI, the California Psychological 
Inventory (CPI) is not focused on issues of psycho- 
patholog>' but is oriented to assessing the usual 
coping skills and traits that are necessary for' 
successful living in this society. The composite 
mean profile for the SDPSU subject sample is , 
graphically presented in figure 2. Unlike the MMPI, 
in which high scores mean increased deviance, 
tower scores on th^ CPI indicate less achievement 
in th^se behaviors assessed-by each scale. Op the 
three scales which reflect one's qapacity for auton- 
omy, independent thought and actions (i.e., Af, Cs, 
and Py), subjects s^dred eithgr at the mean or one 
' standard deviation below the mean! As was antici- 
f pated, scores on those seven scales which reflect- 
^the capacity for internal controls and general self- 
adjustment (i.e., Wb, Re, So, Sc, To,,Gi, and Ac), 
w ere two standard deviations below the standard- 
' ized mean. In addition, the subjects iaciicated a 
self-perceived reduction in cognitive efficiency by, a 
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FIGURE 1. -Minnesota Multiphasic Personality Inventory (MMPI) for polydrug sample (n-122) 
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mean rating on the intellectual efficiency scale (le) 
of two standards deviations beneath the average lev- 
el. Again, the CPI profile is consonant with those 
found in unselected subject samples of male and fe- 
male delinquents (Dinitz et al. 1958; Rudoff 1959.) 

It can be hypothesized that the inabi'bty of these 
personality inve^ntories to differentiate between the 
four alcohol/sedative use groups is due to the fact 
that the general scores are so deviant for the entire 
sample that it is not possible for one group to stand 
out as being significantly more deviant than the 
others. Further, there iS the possibility that, in 
contrasting the SDPSU data with the results of 
personality inventories from other studies, research 
may present a general pattern of social deviancy in 
which severe drug abuse is but one deviant behav- 
ior occurring within a cluster of other deviant 
characteristics. 



In summary, the results froni these two personal- 
ity inventories, each oriented to different aspects of 
normal and abnormal personality function, suggest 
that the SDPSU sample resembled certain groups 
of delinquent populations not characterized by tend- 
encies toward drug abuse. 

Data for the Profile of Mood States (POMS) for 
the entire subject sample are presented in figure 3; 
it is quite apparent that there is nothing remark- 
able in these results. All scales except vigor fell just 
below the norm and were virtually indistinguish- 
able from those data which would be obtained from a 
group of normal subjects. These results are some- 
what inconsisjtent with data from the other invento- 
ries, but this mood scale is not oriented to patholog- 
ical extremes in mood or affect and therefore it is 
not surprising that abnormalities of this type might 
not be identified. 




40 



RANGE 



Tension 

10.0^ 
29-69 



Depression 

45.4 
10.5 
32-73 



Anger 



48.0 
11 7 
37-60 



Vigor 

54.7 
11.9 
33-66 



Fatigue 

47.9 
10.2 
34-72 



Confusion 

46.9 
09 
30-70 
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Analysis of EEG, Halstead-Reitan, and 
WAIS test results 

Another aspect of the intake battery included 
both a conventional EEG, scored using the Mayo 
system, and the complete Halstead-Reitan Neu- 
rophysiological Battery. These assessment proce- 
dures were administered to 97 of the 122 SDPSU 
subjects. It has been reported in previous publica- 
tions (Judd and Grant 1975; Grant and Judd 1976; 
Judd et al. 1978a) that approximately half of the 
SDPSU subject sample were found to have abnor- 
malities on either the EEG or the Halstead-Reitan 
or both. There were no differences found when the 
subject sample was divided into the four alcohol/ 
sedative use categories and contrasted. Thot is, 
none of the use categories stood apart as being 
more impaired or abnormal on these tests than any 
other group. 

In contrast to the abov e, differences were recorded 
on several aspects of the Wechsler Adult Intelli* 
gence Scales (WAIS) and on two subtests of the 
Aphasia Screening Battery. The WAIS is com- 
prised of six verbal and fi\e performance subtests, 
which are scored fur verbal performance and over- 
all IQ. As can be seen in table 10, the gi'oup which 
did not heavily abuse alcohol or barbiturates (i.e., 
NEITHER) showed significantly less impairment 
tl^an the other three groups. A Sheffe test of niean^ 
ttetermined the BARB + ALC and BARB gi'oups to 
be scoring significantly lower than the other two 
groups on the verbal and full scale IQ. These 
results are paralleled b.\ two aphasia screening 
subtests: spelling d>spraxia (poor spelling capacity) 
and dyscalculia (poor mathematical ability). It is 
very interesting that the low er intellectual functioning 



as measured by these procedures appears to be 
related to Heavy barbiturate abuse, since barbitu- 
rates are the one class of drugs consistent in each of 
these two groups of alcohol/sedative users (BARB + 
ALC and BARB). This is not surprising, since 
these compounds when used chronically to exert a 
consistent CNS depressant effect upon those higher 
cortical functions tapped by these assessment pro- 
cedures. Further, the fact that the Impairment In- 
dex and Clinical Rating on the Halstead-Reitan did 
not differentiate between the groups would indicate 
a more diffuse, generalized, and subtle cognitive 
impairment, which is cot^rpletely consistent with 
the chronic barbiturate effect. 



Summary 

In summary, the subject sample studied at the 
SDPSU as a gi'oup proved to be socially and 
personally dysfunctional, manifested a significant 
amount of psychopathology, and evidenced a nota- 
ble degree of cognitive impairment as welL When 
the SDPSU sample was contrasted on the basis of 
the four categories of alcohol sedativ e use (BARB + 
ALC, BARB, ALC, and NEITHER) a number of 
significant differences emerged. The differences 
were cohesive enough to point to a series of charac- 
teristics which were specific to each of the four 
gi'oups of subjects* 

It is the BAR3 + ALC gi'oup which appears to 
differ most clearly from the rest. Subject^; in this 
category had a pattern of *.buse which included the 
use of more different types of drugs and in larger 
amounts than any other group. Of these additional 
substances consumed by BARB + ALC subjects, 



Table ]0.— Comparison of performances on the Wechsler Adult Intelligence Scale and Halstead 
Reitan Battery by SDPSU subjects categorizeo on patterns of alcohol/sedative use 





BARB -ALC 


BARB 


ALC 


NEITHER 






Test 




(/i = 34) 




(/j = 19) 




P 


WAIS verbal I.Q. 
(mean) 


104.6 


99 7 


111 2 


111.9 


5 600 


0.001 


WAIS performance 
(mean) 


99 7 


98.7 


102.7 


109 1 


2.863 


0 040 


WAIS full scale I Q 
(mean) 


101.4 


0 99.2 


108.2 


111 6 


5.273 


0.002 


Spelling dyspraxia 
(percent impaired > 

Dyscalculia 
(percent impaired) 


' 40 0 
47 1 


40.0 
35.3 


20.0 
11 8 


0 

5 9 


7 629 
10.790 


0.050 
0 010 



Nole: \*a« compute! b> 4*2 t/iblrs uilh <l;ch<)l<>mu'N <lflfrmme<J for tSe WAIS !«corv«* 
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minor tranquilizers, heroin, and amphetamines were 
the most popular. These subjects were much more 
heavily affiliated with their drug-using peers, had 
higher levels of drug expenditures, and more fre- 
quent drug aiTests. Their therapists rated them as 
the most dinig involved, the most self-destructive, 
and distinctly antisocial. In short, they appear to be 
heavily identified with and committed to the drug- 
abusing lifestyle. It is of particular interest that 
Uhere is some evidence indicating that subjects in 
Che BARB + ALC group may be psychiatrically the 
mo^listurbed, have the highest level of cerebral 
dysfunV;tion, and manifest the greatest disparity 
between their current luvv levels of function and 
previouil premorbid levels of adjustment and achieve- 
ment. V * 
While the other groups present profiles which 
arelessdi.stinct than that of the BARB + ALU group, 
they still reveal discernible patterns. The\BARB 
group was primarily female, the least likely t\) have 
initiated barbiturate use with peers, and the least 
likely tohav ebeen airested on drug- related charges. 
In addition tousing barbiturates, these subjects used 
marijuana, minor tranquilizers, and amphetamines 
most frequently. The BARB subjects showed signs 
of depressed cognitive function as measured on 
parts of the WAIS and of psychopatholog>' as well, 
but these traits were less marked than they were in 
the BARB + ALC gi'oup. 

The ALC group was comprised mainly of tran- 
sient males, with fewer family-or school ties, and 
with frequent contact with the police. Unlike 
BARB ALC, the ALC subjects shov^ ed tew indica- 
tions of cognitive deficit and appeared to be rela- 
tively more stable psychologically. Overall, these 
people used fewer drugs than the BARB + ALC or 
BARB groups and indulged most frequently in 
marijuana and minor tranquilizer use in addition to 
alcohol. 

Comparatively speaking, the NEITHER group 
appeared to be the most -stable in terms of resi- 
dence and family ties. They used fewer drugs than 
any other group, often abui>ing only a single substance 
or class of substance. Approximately one-third of 
this group regularly abused only minor tranquiliz- 
ers, and 20 percent of the group were regular users 
of mar^uana alone. Their therapists considered 
them the least deviant and antisocial and the most 
depressed. The subjects themselves reported the 
lowest frequency of romantic attachments. Whereas 
the BARB + ALC group appeared to be the most 
obviously deviant and troublesome to society, the 
NEITHER group was more quietly detached and 
passive by nature. 
O 
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CONCLUSIONS 



It is both interesting and informative to consider 
the NDACP national study and the SDPSU study 
apart from one another, but much would b^ lost if 
both data sets were not perused for commonalities. 
In this section of the chapter, then, the data from 
these two projects will be discussed, sifted, and 
reassembled to compare and* contrast the salient 
characteristics of these polydrug users. 

Before similarities can be commented upon, the 
more obvious differences in the samples and meth- 
ods of the two studies must be mentioned, since 
these affect the interpretation when the data are 
combined. One of the first differences between stud- 
ies is the pattern of referrals. A significantly large 
portion of NDACP admissions were referred by 
court action (22 percent), by family and friends (18 
percent), or were self-referred (13 percent); in 
contrast, these categories together totaled only 15 
percent in the SDPSU. Significant NDACP num- 
bers (ranging from 5 to 10 percent for each referral 
source) also came from other drug programs, from 
hospitals, and from alcohol programs; very few (1 
percent) came from hotlines or crisis centers, al- 
though this source provided 25 percent of SDPSU's 
total referrals. SDPSU tended to depend upon a 
more specialized referral policy based on a full 
range of contacts with all types of treatment agen- 
cies in the community, while NDACP took pa- 
tients from ongoing drug rehabilitation programs. 

There are a number of significant demographic 
differences between the NDACP sample and the 
SDPSU sample. The NDACP sample was largely 
male (80 percent), was on the average 4 years older 
(30 years), and was much more diverse in ethnic 
background. There were also smaller differences 
between the samples in marital status (with more 
broken marriages in NDACP), education (mih 
NDACP showing less time spent in school), and 
socioeconomic origins (with NDACP subjects tending 
to come from lower income communities). 

Some of the observed differences can be ascribed 
largely to the Standard Metropolitan Statistical 
Area (SMSA) and regional demographic varia- 
tion&--e.g., the ethnic distribution of San Diego 
versus that of the urban Northeast, where a large 
number of NDACP clients were located. It does ap- 
pear that the following factors may account for the 
differences between the subject samples of the two 
studies: differences in referral sources; different ad- 
mission pfotocols; different research strategies and 
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goals, and finally, SDPSU's special interest in the 
nonopiate CNS depressant abuser. 

The important differences come into sharper 
focus when the alcohol/sedative use patterns of the 
two samples are compared. There is an order-of- 
magnitude difference between the percentages of 
subjects regularly using barbiturates (BARB + ALC 
and BARB) in the two sanriples. Sixty-four percent 
of the SDPSU group were regular barbiturate 
users versus approximately 6 percent in the NDACP 
study. The broad, carefully cultivated referral 
network at SDPSU was perhaps more efficient in 
identifying and passing on higher numbers of 
barbiturate abusers, and this specialization artifi- 
cially inflated the numbers of this type of abuser; 
the NDACP figure may therefore more realisti- 
cally reflect the proportionate numbers of individ- 
uals entering treatment with this particular abuse 
pattern. It is interesting to note that the select 
group referred to SDPSU ha«^ virtually the same 
proportion of regular alcoho! users (ALC and 
BARB + ALC) as the NDACP group; that is, about 
55 percent could easily be categorized as signifi- 
cant and regular alcoljol users in spite of the fact 
that alcoholics per se were often referred out of the 
SDPSU. 

In the NDACP sample the BARB group exceeded 
all others in the use of heroin and of other opiates, 
while in the. SDPSU sample (see table 6) the 
BARB + ALC group was the highest user of heroin 
(BARB + ALC, 42.9 percent versus 10 percent for all 
other groups). 

The contrast is highlighted by the figures for 
mean number of additional drugs used (see tables 
5 and 6). If alcohol and barbiturates, which define 
the drug types themselves, are not counted, the 
means for the nuniber of additional drugs used are 
about 2:2:1.1 for NDACP and 3:2:2:0 for SDPSU. 
Thus, in the NDACP sample, the regular use of 
barbiturates correlates with a diversity of other 
drug use as well, but regular alcohol use does not. 
In the SDPSU sample, both alcohol and barbitu- 
rate use correspond to wider use of other drugs, but 
it is the ''alcohol plus barbiturate user** who dem- 
onstrates the greatest diversity. The definitional 
difference of ''regular** usage in both samples must 
also be reiterated. In the NDACP sample, regular 
use was defined as daily use for 1 month. In the 
SDPSU sample, regular use was defined as mul- 
tiple weekly use. Drug diversity appears to be the 
most important and salient difference between the 
two studies and their subsamples. Since findings 
from the two studies are generally in agreement 
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with each other, user group characteristics common to 
both can be used to form meaningful modal pro- 
files. Table 11 presents various profiles of NDACP 
and SDPSU clients based on patterns of alcohol/ 
sedative use. 

In summary, if the results from both the NDACP 
and SDPSU studies are considered for overall 
impressions, several points emerge. First, it is 
obvious that persons classified as preferring tD use 
barbiturates, either alone or in conjunction with 
alcohol, constitute only about 10 percent oLthe 
national multisubstance-using population (as 
represented by NDACP). However, their limited 
numbers do not prohibit the creation of cohesive 
and consistent profiles for four categories of 
alcohoL'sedative use. If the four groups are placed 
on a continuum of severity of disturbance, the 
alcohoLlDarbiturate group can be seen as the most 
extreme, followed by the groups preferring barbi- 
turates alone, alcohol alone, and neither (see 
table 11), 

In terms of future therapeutic procedures, how- 
ever, it appears that these groups might. best be 
viewed according to the degree of psychopathology,. 
cognitive dysfunction, and social maladaption. 
Generally, subjects in BARB -r ALC and BARB pre- 
sent a different picture from those in ALC and 
NEITHER. While the two former groups displayed 
a potentially volatile combination of pronounced 
psychopatholog>% reduced cognitive abilities and 
deep involvement in the- drug/alcohol abuse sub- 
cul 'e, the two latter groups were far less in- 
vo ed with substance-abusing peers, showed no' 
signs of cognitive deficit on tests employed, and^ 
were judged as less abnormal psychologically. > 

Therapeutic intervention of some kind is un- 
doubtedly warranted for polydrug abusers in all 
four 'categories, and may be particularly critical 
for tiie BARB + ALC subjects because of their pro- 
nourlced psychopathology. However, because the 
BARB + ALC and BARB groups did demonstrate 
cogipitive impairment, they may not be suited for 
certain psychotherapv techniques such as trans- 
actional analysis, complex behavioral contracting, 
veijbal encounter groups, or psychodynamic ther- 
apy which require sophisticated verbal and prob- 
lerli solving skills. Patients experiencing difficul- 
ties comprehending or responding to the complex 
verbal and abstracting demands of these psycho- 
therapeutic approaches may become confused or 
suffer increased anxiety or depression. Imposing 
any stress upon persons already laboring under a 
variety of psychological and/or physiological pres- 
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Table 1 1 Profile of subjects from pooled NDACP and SDPSU studies categorized on paUefns of 
alcohollsedetive use 



Categories of subjects 




Intellectual 


based on alcohol/ 


Social/drug 


barbiturate abuce 


behavior 


performance 


BARB + ALC 


Close ties to 


Cognitive impair- 


(Regular abuse of both 


family 


ment on WAIS 


harhit iiraipfi and 


Close ties to drug- 


subtests and 


alcohol*) 


using peers 


Aphasia 




Moderate fre- 






quency Ol 


Batte.7 




romantic at- 






tachments and 






ma! riage 






Very high multi- 




• 


ple-substance 






abuse rate 


t 


BARB 


Close t»es to 


Cognitive impair- 


(Regular abuse of 


family 


ment on WAIS 


barbiturates but not 


Clo?e ties to drug- 


subtests and 


Of alcohol) 


using peers 


Aphasia 




Low frequency of 


Screening 




romantic at- 


Battery 




tachments and 






narriage 





Psychological 
profile 



Demographic 
information 



Criminr.i 
profile 



Highest clinical 
rating of psycho- 
pathology , especially 
cf aggression and 
hostility 

High suicide attempt 
rate 

High overdose rate 
High frequency of 
treatment for 
emotional illiiess 



Relatively more 
education than 
other groups 

Relatively better 
paid t-han 
other groups 

Origins tend to be 
from middle to 
lower middle 
class neighbor* 
hoods 



Frequent arrests 
and incarcera- 
tion on drug- 
related charges 



Moderately high 

psychological 

dysfunction 
High suicide attempt 

rate 
High overdose 

rate 

High frequency of 
treatment for 
emotional illness 



Relatively more 
education than 
other groups 

Relatively better 
paid than ot^er 
groups 

Origins tend to 
be from middle 
to lower middle 
class neighbor- 
hoods 

Highest percen- 
tage of women 
in any group . 



High arrests and 
incarcerationo;i - 
drug-related 
charges 



ALC 

(Regular abuse of 
^Icohol but not of 
barbiturate) 



We,ik ties to 
family 

Weak ties to drug- 
using peers 

Moderate fre- 
quency of 
romantic at- 
tachments and 
marriage, but 
tend to live 
alone 

Moderate multi- 
ple*substance 
abuse rate 



Normal func- 
tioning on 
tests 

administered 



Moderate psycholog- 
ical dysfunction 

Low suicide attempt 
rate 

Low overdose rate 
Low frequency of 
treatment for 
emotional illness 



Relatively less 
education than 
other groups 

Relatively less 
well paid than 
other groups 

Origins tend to be 
from lower mid- 
dle to lower 
class neighbor- 
hoods 



Modest arrests 
and incarcera- 
'tion on drug- 
related charges 



NEITHER 
(Regular abuse of 
neither barbiturates nor 
alcohol) 



Close ties to 
family 

Weak ties to 
drug-using 
peers 

Low frequency of 
romantic at- 
tachments and 
;narriage 

Low n:ultiple* 
substance 
abuse rate 



Normal func- 
tioning on 
tests 

administered 



Moderate psycholog- 
ical dysfunction 

Low suicide attempt 
rate 

Low overdose rate 
Low frequency of 
treatment for 
emotional illness 



Relatively less 
education than 
other groups 

Relatively less 
well paid than 
other groups 

Origin^ tend to 
be from lower 
middle to lower 
class neighbor- 
hoods 



Low arrest and 
incarceration 
on drug-related 
charges , 



•Regular sub«»tance definition difTered m the NDACP and SDI*SU samples and has been noted earlier 
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sures cuulil pivcipilaU* furlluT malailaplive cuping 
beha\ior and wouKl prubabl\ exaterbalt' existing 
cognitive disorganization. 

It h sugge.steil, therefore, that muitisubstance 
abusing patient> who ilenion>trate cogni, vv defi- 
cits should be conMilereii for placement in treat- 
ment programs which rel\ on highU structured 
therapy emphasizing limiteil goals in precit^e, 
straightfon\aixl language. Treatment sessions, uhich 
should be held frei|Uentl> woulil be most effective 
if preseijted in a brief, supportive, anil explanatorv 
manner rather than u.sing h prolonged, confron- 
tational and abstract approach. F'atients could 
thereby avoid the possible negative repercussions 
uhich Would be intriMluced through the imposition 
of unrealistic response requirements. 

Subjects in the ALC and NEITHER groups 
present quite a different picture. Thev were judged 
by clinical raters to be less unstable psychologically 
than the people who abused barbiturates (with or 
without alcohol). In addition, they showed no 
signs of cognitive deficienc\ either on the WAIS or 
on the Aphasia Screening Batterv . and their ties to 
Lhe drug; alcohol abusing subculture appeared to 
be limited (in contrast to the strong involvement of 
the BARB + ALC and BARB subjects). Their social 
hves outside of this milieu are, however, unusually 
isolated.' 

The ALC group, despite a moderately high rate 
of marriage, had the lowest frequency of living 
with relatives — suggesting that marital relation- 
ships which had beeii contracted were not verv 
succes^ful. hiterestingh enough, ALC gi'oup mem 
bers reported onlv infrequent multiple romantic 
attachments. In all. these people prefer to live 
alone, av oiding King-term romantic ur emotional 
commitments. The NEITHER Mibjocts are some- 
what different ai that thev havv? a high freiiuenc> of 
living at hume i>r with relativcb. Hov\ever. thev 
report the !owe^t late of marriage and a low 
frecj of multiple romantic attachments. Thus, 
while these subject> do seem to need Mime ^ocial 
support or interaction. the\ Jimit contact almost 
exclusively to members of their family gi^oup. 



The obvious social isolation of both ALC and 
NEITHER subjects from their drug culture peers 
and from members of the opposite sex suggests 
substantive impairment in their ability to develop 
and- or continue intimate interpersonal relation- 
ships. This behavioral aspect suggests that, in 
terms of treatment, these subjects might be quite 
amenable to social rehabilitation techniques in 
addition to other psvcho^herapeutic measures that 
are dictateil bv their clinical condition. This group 
of polydrug users thus may derive the greatest 
benefits from gi-oup therapy techniijues — S|X?cifically 
those that focus on the development of interper- 
sonal social skills. • 

As a final note the authors recommend that, 
since pereons in all four categories of muitisubstance 
abusers might ivquire special treatment, certain 
procedures at patient intake might help clinicians 
identify individuals for whom such treatment is 
warranted. While lengthy indepth testing is not 
feasible when the patient fii'st appears, it is advis- 
able to provide for a thorough physical examina- 
tion, with. emphasis on detecting signs of addiction 
and/or withdrawal; a full neurological examina- 
tion, with emphasis on the cognitive aspects of 
mental status; iuid the completion of a thorough 
substance abuse hihton. b> the subject tmphasizinj 
both recent and lifetime consumption patterns. 
Subjects displaying gross signs of cognitive im- 
pairment, drug or alcohol dependence, ^and^or 
heavy multiple substance abuse would then be 
^elected for further testing and possible placement 
in sptH:ial treatment progi'ams in audition to or in 
lieu of the asual therapy technicjues. Such an 
approach is the most efficient way to rapiJly 
identifv and treat the t.vpe.s uf abuser^ described in 
this chapter and is particularly apt when treat- 
ment resou.i'ces are limited. Such resource^ v\oukl 
be more appropriatelv applied hi the drug-using 
subgi-oups deiniinhtratiiig cognitive impairment, 
heav> .substance abuse, and pronuuiiced psychiat- 
ric instability — since it i> these people who pose the 
most immediati* danger to themselves and to soci 
ety in general. 
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Chapter 5 

Crime and Alternative Patterns of Substance Abulse 

James A. Inciardi, Ph.D. 
Division of Criminal Justice 
University of Delaware 



INTRODUCTION 



... No single law enforcement problem has occupied more 
time, effort and money in the past four years t}ian>that of 
drag abuse and drug addiction. We have regarded drug? 
as "Public enemy number one»" destroying the most 
w precious resource we have — our young people— and breed- 
ins lawlessness, violence and death. / 

' f 

Richard Ntxon 

The White House 
March 14, 1973 

When President Richard Nixon offered these 
conunents a half decade ago, he^was clearly reflecting 
the national frustrations concerning the social casu- 
alty of drug abuse. But in addition, in choosing to 
identify the drug problem as the Nation's "public 
enemy number one'* and as a phenomenon breeding 
'lawlessne^ violence and death," he was also 
solidifying the notion of a, strong relationship'' be- 
tween crime and drug abuse. To the residents of 
tlie Nation's inner cities and congested suburbs who 
were already the victims of crime or who lived 
constantly in the fear of such activity, Nixon was 
suggesting that "crime in the streets" and drug 
abuse were primarily one and the same issue; he 
was echoing the posture of the National Alliance on 
Safer Cities which had already designated drug 
abuse as the I^o. 1 cause of street crime; and he was 
^ seemingly offering the idea that jf the drug problem 
were controlled, crime in the streets would neces- 
sarily and significantly diminish. Th^n too, the 



President was furthering the tradition of the "crim- 
inal model of drug abuse," a conception of the drug* 
problem that has now endured for almost a century ^ 
and one which has maintained that drug abuse and 
crime are unconditionally related, that drug abuse 
i:ests at the foundation of the largest segment of 
urban crime, and that the drug abuser is logically 
and necessarily a criminal. 

Clearly, crime and drugs are in many ways 
related, but the relationship between the two phe- 
nomena has never been fully understood, despite 
the many pronouncements to the contrary. Is crim- 
inal behavior, first of all, antecedent to drug abuse 
and addiction, or does a career in crime emerge 
subsequent to the onset of drug taking? Stated 
differently, is crirhe the result of or response to a 
special set of circumstances brought about by the 
use of drugs; alternatively, is drug abuse simply a 
form of the antisocial behavior already manifested 
by cri.minal segments of the population? Questions ' 
such as these assume an absolute link between drug 
abuse and crime and have instigated an even longer 
list of inquiries: For example, does the onset of 
drug abuse bring^ut a change in the intensity of 
criminal l^ehavior? Da^s crimtnal involveme'nt in- 
crease or decrease subsequent to addiction or abuseV 
What kinds of crimes do drug takers engage in— are 
they aggressive or profit orientedfMore importantly, 
are drugs and'crime related at all, and if so, how? 
Perhaps crime is a result of drug use, but only 
' withirt (fertain populations. And too, both drug use 
and crime may indeed have a relationship, but only 
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indirectly; perhaps there is an interrelated third ' 
factor or set of factors. 

Within the context of these inquiries and issues, 
this chapter intends to further examine the phe- 
nomenon of the interrelationship of crime and 
drugs-^and to do so within historical dev elopment 
of attitudes concerning, this interrelationship,, Fol- 
lowing this section, a presentation of theoretical 
(research). perspectiv es will attempt to justify and 
introduce the empirical studies which for^ the core 
of this paper. More specifically, a range jf data sets 
are presented which argue that whih crime and 
drugs are indeed related, the specific nature of the 
relationship can only be determined relative to 
alternative populations of substance abusers. That 
is, the nature and extent of criminal in olvement 
may necessarily vary from one type of drug-using 
group to another,, and as such, any study of these 

phenomena-must.accounLfor^RcK.vanaiic^^^^ 

In an attempt to demonstrate the general differ- 
ences among drug-using groups, two cohorts of 
drug abusers — ^an emergency room sample (from 
two emergency rooms) and a treatment sample 
(from 10 treatment sites) — are examined. Within 
^ these samples, subgroups are isolated in terms of 
the primary drug oY abuse to further examine the 
premise .that there is no single monolithic kind^of 
"drug abuser," and that their general levels of 
criminal involvement can vary. Secondly, and more 
importai\tly, field study samples of professional 
pickpockets, motorcycle gang members, black her- 
oin addicts, and white polydrug users are targeted 
in depth to demonstrate the specific nature and 
extent of their diiigs/'crime involvement. 



LAW ENFORCEMENT VERSUS 
SOCIOLOGICAL PERSPECTIVES 



Use of narcotic drugs was apparent^in this coun- 
try before the Revolution; by the 19th century, 
opium and its derivatives were readily ava^'lable as 
general remedies over the counter and through the * 
mails (Carson 1961; l5iCyan and Hessman 1972; 
Consumer Reports 1971). However, law enforce- 
ment agencies and the general public expressed 
increasing concern over the growing evidence of 
addiction by mid-century (Wood 1856; Terry and 
Pellens 1928; Inciardi 1974) and the flourishing of 
opium dens, imported by Chinese immigrant 



laborers. (Soule et al. 1855; Asbury 1933; Bean 
196§; Gong 1930; and Bode 1896. Comments' on 
19th-centur>' addiction are also in Buel 1891; Crapsey 
1872; Lening 1873; and Byrnes 1886.),. 

The Harrison Act of 1914, by removing narcotics 
from the legal marketplace, institutionalized the 
criminal labeling of every narcotics user in the 
Nation. Going Hbeyond the definition of narcotic 
possession and use as a reflection of crjminality, the 
law encouraged the interpretation that users of 
heroin, opium, and morphine were "forceJ'into a 
life of crime" (King '1972; Musto 1972). It was 
suggested that,*since narcotics thus became available 
only through nonlegal sources, the drug black market 
could demand a price structure which was beyond 
the normal purchasing power of most users; as a 
result, addicts were forced into a life of crime to 
secure the funds necessary to support their drug 
Jaking. ' 

Tlws'lattTr vneTv, 'however, was seemingly <Jis- 
regarded by the law enfprQement sector, which' 
preferred .the notion that the dhig user was not a 
victim of" legislative circumstance, but rather a 
hardened ciiminal who should be the object of 
vigorous police surv eillance. The Federal Bureau of 
Narcotics, for example, maintained'that the major- 
ity of narcotics users they e.ncountered were indeed 
fimly entrenched members of the underworld, and 
addiction w as simply an added component of their 
criminal caireers. Indeed, an early (lft39) report^ of 
the Bureaiu highlighted the overwhelmifig majority 
uf narcotics u^ers as having criminal histories which 
\\ ell preceded their careers in addiction; similarly, 
of more than 200 "criminal addicts" sludied bv tl^e 
U. S. Public Health Service, all wei*e noted to 
have committed a crime before their use of narcotics 
had begun. 

By the 1950s, Hairy J. Anslinger, then Director 
of the Fedeval Bureau of Narcotics, had become the 
major spokesperson for law enforcement's interest, 
ill the subject (Anslinger 1951): 

' The problem of narcotic drugs should be of vita! interest 
to all law-enfprcement ofncetj..That crime and narcotics 
are mtervvoven is illustrated by th<^act that violator»of 
the nar^cotic laws head the list of all criifiinals iri the 
United States having previous fingerprint records This 
list includes persons convicted of offenses ranging f~om 
vagrancy to robbery, forgery, counterfeiting, burglary, 
and other cfimes. Of the narcStic law violators arrested 
during a recent >ear. 63 .percent had previous recoVds and 
arrtists. whorear* m the general arrests 42 percent of the 
persons arrested had previou^s fingerprint records 

Data which have since been offered by diverse 
empirical studies and indepehdent research efforts 
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have tended to support the position of law enforce- 
ment A U.S, Department of Health, Education, 
and Welfare report (1963) stated tliat most addicts 
committing serious offenses were previously crimi- 
nal; 72 percent l|k|B85 heroin users identified by 
the FBI had arres^or sorae^o^her criminal act 
prior to their first narcotic arrest '(President's Com- 
mission 1967);- in New York Stat^,-72-per<;entof 150 
male addict-parolee studies were found to be crimi- 
nal prior to their onset of drug use (Stanton 1969); 
and an analysis of the life histories of 169 Mexican 
Americans treated at the Clinical Research Centers 
of the National Institute of Mental Health at 
Lexington, Kentucky, and Fort .Worth, Texas, 
found that 62 percent of the cases had criminal 
involvement prior to their addiction. (Chambers et 
ah 1970). A recent study in support of this position 
involved interviews with 50 black addicts in the 
District of Columbia (Plair and Jackson«1973). Al- 
-though- the--inqu!iy-- wa&^-specific^illy- dir^cte^l-^^^ 
narcotic use and C^-ime, the author^ were unspecific 
as to the actual crime-drugs sequence; they, did 
state, however, that the "criminal activity appeared 
to be a part of the lifestyle of the addicts at the 
onset of addiction." 

In a contrasting perspective, researchers and 
clinicians have offered data suggesting that in the 
majority of cases, criminal involvement occurs sub- 
sequent to the onset of addiction and that crinjinal 
behavior represents the avenue of supporting one*s 
addiction to drugs. During the 1930s, Dai (1937) 
found that as many as 81 percent of 1,047 (^hicago 
" arrestees became criminal subsequent ^o addiction, 
and in the following decade, Pescor's study of 1,036 
patients at Lexington found that 75 percent of the 
cases were addicts first (Pescor 1943). Further- 
more, Pescor's findings demonstrated that records 
of delinquency developed subsequent to addiction 
in 86 percent of the cases. In addition, the sequence 
of addiction prior to crime was found to be charac- 
teristic of: 100 percent pf the 137 C|iinese addicts 
studied by Ball -and Lau (1966); 70 jJercent of the 
Lexington patients studied by DeFleur et 'al. (1969); 
73 percent of the 94 addict-probatiqners treatj^d at 
the Washington Heights P jhabilitation Center in 
New. Yorll City (Brill and Lieberman 1970); and 63 
percent of 266 Kentucky residents who were treated 
for narcotic addiction at the Clinical Research Cen- 
ter (O'Donnell 1966). , 

The empirical data offered by the alternative 
positions on the addiction-crinie/crime-addiction 
progression have extended only minimal unxlerstarid- 
ingof the initial inquiries, and numerous interpretive 
analyses of these same data from secondary pos> 
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tures have only served to further confound the 
primary issues. The bases for 'the empirical wd 
interpretive diversity are numerous^ and some 
>tQmmentary is offered in Ihe next section in an 
atxfempt to mitigate such conflict. ' 



RESEARCH PERSPECTIVES- 
THE CRIMINAL MODEL OF . 
DRUG ABUSE 



An exhaustive examination of the research focus- 
ing on .the possible relationships between dinig use 
and crime will not be undertaken here. The reader" 
is referred to other authors who have addressed 
-this-issue-tWinicR 1967; Kavalen 1968;. Chambers 
1974; Greenberg and Adler 1974; Austin; and Lettieri 
1976). However^it must be noted that the drug 
abuse literature relating to this issue is replete'with 
judgments, impressions, and hypotheses which are 
often stilted as conclusions and which have resulted 
in numerous cor.^^radictions in 'the state of the art. ^ 
Furthermore, much of the data have been of^ a 
biased nature and have often been misrepresented 
or otherwise misinterpreted. . - 

For example, one drug issue prone to misin- 
tjerpretation is that of the types of crime perpe- 
trated by addicts. Kolb (1962) has indicated th^; 
shortly after the H^iTison' Act vvas passed, th^re 
was a widespread belief that 25 percent of all 
crimes were committed by addiets^and such offetises 
were due to the alleged "maddening" effect of 
narcotics. This latter notion, tliat adclicts v\:ere 
prone toward violent crime, represented ^n initial 
stimulus for the ensuing cjiscussions and debates 
relative to the relationship between narcotic addic- 
tion and crime. 

Writers of popular articles ^nd other forms of 
""nia-ss media literature during the first few^decades 
of this century continued to attribute much violent 
crime to the addict. Kolb^s 1925 analysis concluded 
that all preparations of opium' capable of producing 
addiction tended to inhibit aggressive impulses, 
and furthermore, the soothing narcotic propeilievs 
. of the opiates had thl^ effect of making psychopaths 
1^ likely to commit crimes of violence (Kolb 1925). 
^Yet in spite of Kolb's attempt to alter certain 
attitudes regarding addict -related crime, the publi- 
cation of Lindesmith's portrait of "dop^ fiend" 
mytholo^' documented that individuals addicted to 
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narcotic drugs were still regarded as the most 
dangerous of criminals and were linked to a high 
incidence of murder and rape (Lindesmith' 1940). 
More recently, however, much of the substance of 
these beliefs and myths has .been disappearing, ^at 
least in the professional literature. The Council on 
Mental Health of the American Medical Association 
(1957), for example, lias clearly staled thatl:he fdea" 
that opiates per se dii:ectly incite otherwise normal 
pei^ons to violent assaultive criminal acts, includ- 
ing sexual crimes, is not tenable, and the report of 
the President's- Commission of Law .Enforcement 
and Administration of Justice (1967) has expressed 
a similar view. 

In'examijiing analyses of addict-criine, only min- 
imal data are available relative ta types of offense 
behavior on k longitudinal b^asis, and a number of 
others restricted themselves to plfeervations of 
specific types of addicts^ Yet others were geo-^ 

Chicago Police Department which compared ar- 
rests by the City Narcotic Bureau (50 percent were 
fof Jarceny-theft, 3 percent for aggravated assault) 
with arrests by tSe Police Department (31 percent 
and 31 ^percent for the same categories). Ii^ spite' of 
these deficiencies in design and analysis, the 
, overwlielming conclusions of the aggregate of stud- , 
ies'are similar: that addicts are less involved in 
crimes against the person than property, and w^le 
a large portion of the reported arrests are for 
narcotics bw. violations, the mostjcommon nondrug- . 
related offenses ar^ of ^.mercenary, strictly prpfit- 
Qriented nature. A recent analysis of addict-criminals 
(Inciardi and Chambers 1972^ however, suggested 
that.mOst also engage in violent personal offenses. 
Given these conflicting data, a large-scale empirical 
survey is warranted to establish the basic parame- 
ters of the structure and process of addict criminali- 
ty". ^ . V 

During the last three decades, dozens of research 
endeavors have examined the backgrounds of drug 
users to determine the nature and extent of their 
criminal involvement and its relationship to their 
drug taking. The procedure have generally in- 
^ eluded an- examination of criminal histories before 
and after the onset of drug useN When the data 
indicated in a given study that 'the majority of 
subjects had no criiainal record prior to the onset of 
addiction, it was generally concluded that addicts 
had been forced into predatory drug seeking behav- 
ior (Gould 1974; SchUr 1962). By contrast, when the 
data emerged in a reverse direction, the interpreta: 
tion was that mOst addicts were already member^ 
of criminally involved subcultures at the time of 



their drug onset, and that addiction wa^ therefore a 
characteristic of crime-prone populations (State of 
New York 1972). Yet other conclusions have been 
that when le-vels of arrefet decrease subsequent to 
drug users' admissions to treatment programs, 
rehabilitation tends to reduce their criminality (Re- 
search Triangle Institute 1976)^n summapjL s^^ 
erargenefal comment^^ be presented regard- 
ing these studies and the chronological ons^t of 
drug-seeking behavior and criminality.,^ 

1. Almost invariably, the conclusions are based 
on biased samples,- The populations studied 
are drawn either from*treatment settings or 
y — fcohoils of arrested addicts. \Vs such, there is a 
^ bias in the direction of the more dysfunctional 
users or those who are indeed, criminally in- 
"volved, to the exclusion of all other cases 
which have not come to the attention of official 



agencies; - % 

2. The criminal career data of the cases studied 
. are generally^ drawn from arrest records; the 

um'eiiability and incompleteness of official crimi- 
nal 'statistifcs have been^ well documented 
(Inciardi-and Chambers 1972)'^ ' ^ 

3. finally, the vast majority of studies typically 
relaije to "narcotic addicts" or *'di*ug users'- as 
a Korflogefteousspopiilation, disregarding the 

^ component suf)populations with potentially dif- 
ferent involvement with crime. 

While there are some studies which represent 
exceptions to these general comments, th^se limi- 
tations are tiUQ of the overwhelming majority. 
Gheh this situation, it is apparent that there is 
clearly' conflicting "evidence" on^the^most basic 
issues. A report issued by the Research Triangle 
Inst'^ute (1976) discusser the cuirent state of em- 
pirical data on drug use and crime, as presented by 
tKe Natiorlal Institute on Drug Aibuse's Panel on 
Drug Use and Criminal Behavior:' 

One of the Panel's initial problems was to determine 
whether convmciiig empirical data on drug use &nd crime 
were Unava*fable or available but inappropriately used. It 
was concluded that data are generally unavailable— the 
principal reason being the lock of a^long term, well' 
ccordinatedt policy -relevant research program in the area. 
Furthermore, studies differ in methodology and la defini- 
tions and measurements of crime, criminal beha/ior, and 

jg use. As a result, few studies can be compared and* 
few generalizations can be derived The field as a whole 
has little coherence because of the^ack of emphasis and 
consensus on what is important to study. 

^Addressing the needs Qited by the panel, the ^ 
balance of this chapter will consider one perspec- 
tive within, which a portion of the drugs/crime 
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question might be* analyzed. This perspective is 
grounded in the -recognition of varying "sub- 
populations" of drug UseYs. That is, withinCthe 
wider substance abusing population, there are var- 
ious subgroups, and it is hypothesized that each 
such group may reflect differing patterns of use, 
criminal, involvement, and-'^g taking/seeking 
behavior. Taking cognizance of the research 
weaknesses listed above, this supposition will be 
explored Ihrough studies of groui5s of drug users 
who are currently active in the street as well as 
those who are in a treatment setting. (Data from 
field researcji will support the former; data from 
NDACP and hospital emergency room cases will 
underlie the lattec.) In addition, criminal career 
data will be drawn from user testimony rather than 
official arrest records; patterns of alcoholism and 
multidrug use wili be noted as is relevant. 



SELECTED TREATMENT 
POPULATION DATA BASES 



Emergency Room Data Base 

• In 1072, an acute drug reactions project was 
initiated at the University of Miami School of 
Medicihe to investigate and assess post-emergency 
medical, social, and psychological services for drug- 
relHted emergency cases.'The project was based at 
Miami's Jackson Memorial Hospital, a county facil- 
ity having the fourthjargest emergency room in the 
nation and processing more than 2,000 drug pa- 
tients per year. During the course of the research, 
a nonhomogeneous group of 309 acute drug reac- 
'tions patients from the Dade County area were 
interviewed at length. These 309 respondents were 
a nonrandom sample drawn from a total of 2,198 
persons receiving drug emergency care at Jackson . 
Memorial Hospital from August, 197^ through April, 
1976, on the.basis of theii' availability and willing- 
ness to be interviewed. In a parallel project utiliz- 
ing the same time frame and procedures for case 
selection, correspoijding data were collected on'-527 
drug emergency patients at Denver General Hospi- 
tal (Inciardi et al. in press). As indicated in tabl^ 1, 
the primary substances responsible -for the patients' 
admissions differed somewhat for the two hpspi- 
" tals. For both, however, central nervous system 



depressants were clearly the major cause of hospi- 
tal admission, followed by narcotics. 

Client Characteristics 

In an effort to make some preliminary observa- 
tions of the characteristics of alternative types of 
drug users, three subpopulations have been drawn 
fropi each of the hospital samples. The basis of 
selection was the substance primarily responsible 
for the patients' need for emergency service, and as 
indicated in table 1, the three largest groups were 
the users of minor tranquilizers, sedatives, and 
narcotics. An overview of these subpopulations 
offers some immediately observable differences. In 
Miami, for example, the minor tranquilizer cases 
were more often female than male, the largest 
age-specific cohort was in the 18- to '34-year-old 
range, and more than two-thirds were white Ul- 
Mosr'aTrfth"W^r^isp^ic)riBy'"contras themar-— 
cotics users were nrore often male, the majority 
were in the 25- to 34-year-old group, and blacks > 
represented the.l^gest ethnic cohort (48.3 percent). 
The sedative users were predominantly white (81 
percent), more than half were under age 25, .and 
males predominated. 
The Denvdr groups also reflected some'differ- 
( ences 'among each otjier, yet most 'of the cluster? 
were not altogether unlike the Miami cohorts. 
Again, the tranquilizer users were primarily white 
females concentrated in the 18- to 34-year range; 
narcotics users were overwhelmingly male, in the • 
25- to 34-year-old group (here, white and Hispani<!s 
dominated); the sedative cases tended to be \yhite 
(63 percent) and alxnost evenly male/female, distri- 
buted in the 18-' to 49-year range. 

Extent of Drug Use , 

The extent of drug use differed for the* various 
groups. Isfarcotics cases in both cities, for example, 
had been using their primary drug considerably 
longer than those. in the other two subgroups of 
users, and they began using narcotics at a younger 
age. Interestingly, however, while some 93 percent 
of the Miami narcotics cases used their primary 
drug at least once a week with 89 percent of these 
(n = 48) using on a daily basis, the Denver narcotics 
cases were not as heavily inv(4yed— 62 percent 
were using the primary substance atJeast once a 
week with 61 per:cent'of these (n = 14?using daily. 
. Also in both samples is an indication of how the 
primary drug was obtained; street sales were the 
common transfer agent for narcotics (76 percent 
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Table 1 .—Primary substance responsible for admittance, Miami and Denver dmg emergency patients, 
1975-1976 .0 ' • 



Substance 



Minor tranquilizers 

M^or tranquilizers 

Barbiturates 

Other sedative^ ^. 

Unknown sedatives 

Heroin/opium 

Methadone 

Other narcotics 

Analgesics 

Miscellaneous prescriptions 

Over-the-counter drugs 

Antidepressants 

Amphetamines * 

Other stifiiulants 

Cocaine 

Majcijuana 

-Hallucinogens — 

Inhalants 

Poisons ^ 
Unknown substance "* 
No data 

Total ' 



Miami 



Denver 



Percent' 



Percent 



47 

24 ** 
41 

37 

3 
50 

8 

4 
11 

10 • 
15 

5 

5 

1 

7 

5 

..6 

4 
5 
7 
17 



15.2 

6.8 > 
13.3 * 
12.0 

1.0 
1^2 

2.6 

1'.3 

3.^ 

3.2 
'4.9 

1.6 

1 6 
•0.3 

2.3 

1.6 

- La-- 

1.3 
1.6 . 
2.3 
5.5 



133 
28 
41 
12 

1 
35 

2 
\4 
18 
48' 
75 

8 
31 

^ 2 . 
2 
2 

.-26>- 
2. 
2 
16 
29 



25.2 

5.3 

7.8 

2.3 

0.2 

6.6 

0.4 

2.7 

3.4 

9.1 
14.2 
"1.5 

5.9 

0.4 

0.4; 
' 0.4 • 

0.4 
0.4 ' 
3.0 . 
5.5 



309 



100.1* 



527 



100.0 



'Percentages do not actually total 100 because of rounding 



Table 2.— Criminal involvement of Miami and Denver emergency room drug reaction patients, for 3 subgroups 



ERLC 



Criminal 
involvement 



Minor 
tranquilizers 



Sedatives 



Percent 



- Percent 



Miami: 

Ever Arrested 

Arrested by age 17 

Arrested by age 25 

Ever convicted 

Ever committed a: 
drug law violation 
drug-related crime against property 
drug>re!ated cnmp against person 

Total' 

Denver: 

*Ever arrested 
Arrested by age 17 
Arrested by age 25 
Ever convicted • ' 
Ever committed a: 
drug law violation 

drug-related crime agLinst property 
drug-related crime against person 

Total* 



24 
11 
20 
10 

11 

u 

3 



51.1 
23.4 
42.6 
21.3 

23.4 
23.4 
6.4 



47 



54 
24 
48 
34 

32 
22 
11 

78 



69.2 
30.8 
61.5 
43.6 

^1 6 
28.2 
14.1 



*Duc to multiple categories, items add to more than 100 percent 
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Narcotics 



50 

42 
29 

21 

27 
7 

58 



Percent 



86.2 
24.1 
7*2.4 
50.0 

36.2 
46.6 
12.1 



60 


45.1 


29 


54 7 


34 


91.9 


20 


15 0 


13 


24.5 


24 


64.9 


47 


35.3 


25 


47.2 


33 


89.2 


30 


22.6 


20 


37.7 


24 


64.9 


14 


10.5 


9 


17.0 


23 


62.2 


13 


9.8 


6 


11.3 


' 8 


21.6 


7 , 


5.3 


3; 


5.7 


7 


18.^ 


133 




53 




37 
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Miamir 92 percent Denver) but were less common abusers vary ^^^^ing to c^^^^^ 

for sedatives (41 percent, 34 percent, and tranquil- istics, extent of use, and cnmma ity. Furthermore, 

(8 D^^^^^^^ \5 percent) differences also seem to be manifest from ofte city 

izerd (8 percent, 15 percent;. ^^^^^^^^ ^^^^ ^^.^^^^^ ^^^^^ ^^^^q^,,, 

rriminJt)i hf Drud Users ' izer cases in one area, for example, does not neces- 

Cnmmahty of Drug users . ^^^^^ ^^^^ another.Some of the discrepancy • 

Whife these data were not collected for the can be attributed to the fact' that'tne population ^ 

purpose of studying the drug emergency patients' bases serviced by the two hospitals are different, as, 

criminal invplvementi some information oixcriminal a^e the availability„of drugs.and the opponvinities 

patterns was nevertheless available. All patients foj. committing crime. More important, however, is 

were questioned as to v^hether they had ever the recognition that abuser cohorts (as determined 

committed a drug law violation, a drug-related by primary drug) do indeed differ, as will be more 

crime against' property or a drug-related crime readily evident in the following dat^ analysis, 

against person, and as indicated in table 2, the , . ^ . 

' tranquilizer cases reported these crimes least often, • . ^ 

followed by'the sedative cases; the narcotics cases NDACP Data Base 

generally indicated the greatest criminal involvement. ^ / 

Secondly, in terms of self-reported arrests and r^^^ National Drug/Alcohol Collaborative Project 

' conviction^, narcotics cases ranked highest, seda- (NDACP), sponsored by the National'lnstitute on 

; XlVg cases ranted setiond, and tranquilizer <jase& Drug Al)use, began in 19.75 an an attempt to^:^m^ 

thi»d. ' ^ ' ine the extent to which 'drug and^ alcohol problems 

. . were interrelated. The NDACP d^ta file cOntaiij^ , 

Criminality of Alcohol Users j ^^g^g^ ^^^^ ^vhjle they were' dr^wn from ' 

1 * • Ur. various areas in the country andTrom projects and 

Some interesting ^°'"P^^t'^«/^^^^^,^f,,^^,°tJt P o^ls vi h variable selecti^fi criteria, they nev- 

relative to 217 cases m Miami and 478 case programs rtunity for examining 

were selected for study in the same manner as the ; n 

drug emergency patients. The alcohol emergency j Regular users of herciih 451 

patients were primarily male (75 percent in Miami • 2. Regular users of illeijal methadone .... .69 

and 83 percent in Denver), with the majority in . 3 Regular users of of/^igr opia^^s .197 

both cities being whites aged 35 years and above. 4 Regular usei-s of amphetamines 325 

Essentially, these alcohol cases reflect many of the 5 Regular n^ers of' bqtrbitumtes 227r 

characteristics of a skid-row population, character- ^ Regular users of min^q)' tranquilizer^^ . .277 

ized by overwhelming numbers who are .white, 7 R%ular users of ^>mn;/(a»a ..^ 668 

male, unemployed, and aging. A substantial pro- g Regular users of .h/co//o/ 944 

poitiSn reported a pattern of heavy drinking and 9 Nonexpe'rimenta/ useyr of cocaine . . r. .274 

multiple treatment experiences. These individuals Nonexperimental users of inhalants . .149 

. were also involved with other drugs, primarily Nonexperimental users of . .\ 

sedatives, tranquilizers, and marijuana. Interest- hallucinqgens^ 268 

' ingly, this group reported proportionately more ^ - 

arrest ^'^^^tlfb^thfait?^^^ Assuch, these categories are hy no means mutually 

•rpl T7 p" eS th^^^^^^^^ -pon- ^elusive, and a re^,Iar user of an.given sub« 

• reported aSests as compared to 83.9 percent can appear in on^^or more other user cohorts^ n 

on^ZmuSolrespondents; for Denver, 51.6 this data file, furthermore, "regular-i,se has been 

olttw reported arrests defined as .use ;.'nearly every day for at least? 1. 

Z.t^^tm^:^T<^^^^^ -pen. mo„.hVno„cxf eri™„.al uso" has been ..etocd as 

' ST These arresUi howevef, were typically use "more than just a few Hme!? ■ • 

/ 
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Table 3« — Basic demcgraphic and social characteristics, in percent 



Illegal 



Minor 







metha- 


Other 




Ampheta- 


Barbit- 


tran- 




Inhal- 


Hallu- 


Man* 


Total 


Characteristics 


Heroin 


done 


opiates 


Cocaine 


, mines 


urates 


quilizers 


Alcohol 


ants 


cinogens 


juana 


NDACP* 


1 in) 


(451). 


(69) 


(197) 


<274) 


(325) 


(227) 


(277) 


(944) 


(149) 


(268) 


(668) 


(1544) 


V 

Sex: 


























iviaic 


80 3 • 


76 8" 


79 7 


81 8 


76.6 


73 1 


75 1 


81.4 


' 82 6 


76 9 


75 3 


77.7 


F cnialc 


19.1 


£>0,C 




17.5 


22.5 


26.9 


24.9 


18.1 


16.8 


21.6' 


- -24.0 


— 21 .8 ' "" 




0 6 


uu 


0 5 


0 7 


0 9 


0.0 


0 0 


0 5 


0 7 


1 5 


0 7 


0 6 


















t 










White 


36 8 


' 31 9 


67 5 


42.0 


73 8 


77 5 


66.8 


57 4 


76 5 


85 1 


68 7 


63 9 


Black' 


59.2 


66 7 


30 5 


55.1 


20.9 


18.5 


32 5 


38 8 


13.4 


9 3 


26 5 


31 6'' 


VykilCI » Ul^ tfOUl 


4 0 


1 4 


2.0 


2.9 


5^ 


4 0 ' 


0 7 


3.8 


10.1 


5.6. 


4.8 


4.5 


A<TP (At intprviPiv) 


























11-17 


0.4 


0 0 


3 0 


5 8 


9.5 


6 6 


25 * 


5 9 


22 8 


17 9 


22 2 


nd. 


. 18-24 


24 6 


15,9 


29 4 


27 4 


33 5 


33.0 


23.8 


21 7 


38 9 


45 9 


35 9 


n.d 


25-34 


49.4 


60.9 


40.1 


41^7 


40 9 


41.9 


39 0 


31.8 


31 5 


32 1 


29 3 


n d. 


35-49 


19 7 


14 5 


20 3 , 


19.7 


11.4 


14.1 


26 0 


28 0 


2.0 


1 1 


9 1 


nd 


50-68 


2,0 


2.9 


- '3.6 


2.6 


1.8 


1.8 


7.6 


10 5 


0 7 


0 0 


0 7 


nd. 




3 3 


5 8 


3 6 


1 8 


2.8 


2 6 


; 1 


2 1 


4.0 


3 0 


2 7 


n d 




























I thnn htiyh 
L/Coo kilOil 










^1 7 


Q 
















53.7 


44 9 


50 8 


48 5 


47 1 


52.0 


57 7 


63 1 


53 0 


58 7 


59 6 






, ^6,2- 


29 .4 • 


- 32 1- 




— 29-5-— 


-"21-1 — 


^-7- - 


— 17-4 — 


'28"4" — 


^ '24^"9 — 


— ^3*4 


GED. trade 


12.2 


13.0 


'ia-7 


15 3 


^ 15.1 • 


137 


11.9 


9.5 


15 4 


12.7 


10 3 


95 


. College or more 


1 8 


2.9 


4 1 


0.7 


•4.3 


75 


^.1 


3 1 


1.3 


26 


27 


34 


No data 


35 


2 9 


20 


33 


3 4 


2.2 


40 


39 


2.7 


34 


34 


4 1 


Usual occupatiqn' 


























Professional- 


























manager 


5.8 


10.1 


8.1 


8.0 


55 


110 


7.6 


<5.6 


67 


6.3 


58 , 


5.9 


Sale8«clerical 


10 0 


159 


9.1 


11 7 


7.4 


10 6 


10 1 


8.8 


67 


86 


75 


80 


* Skilled- ; 


























semiskilled 


31 9 ' 


31 9 


29.9 ' 


28 5 


31 1 


22 9 


29 2 


28 9 


25 5 


26 9 


22 0 


25 8 


Unskilled 


37 7 


33.3 


38.1 


35.0 


. 32.6 


33.5 


38.6 


39.0 


30.9 


29 1 


26 3 


32 4 


Student 


0.2 


00 


1 0 


1 5 


1 8 


26 


' 1 4 


1.6 


67 


4 1 


6.9 


(27 9) 


Other, no data 


14,4 


8.7 


13,7 


15 3 


21.5 


19 4 


13 0 


16 1 


23.5 


25 0 


31 4 
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n d » no data < 

Source NDACP Final Report. 1977 (National Institute on Drug Abuse. 1980) 

file. (Differences tend to be most apparent for some 
age categories.) Among yie users of heroin, illegal 
methadone, and cocainL blacks are well over- 
represvinted, whil^e whiter are significantly domi* 
nant among u^sers of amphetamines, barbiturates, 
inhalant^, and hallucinjogens. In terms of median 
age the following variations were observed: inhal- 
ants 22.1, hallucinogens 22.3, marijuana 22,9, am- 
phetamines 25.2, barbiturates 26.8, cocaine 26.8, 
other opiates 26^8, heroin 27.6, illegal methadone 
28.7, minor tranquilizers 29.1, and alcohol 29.9. 
* The youngest groups included tjie nonexperimental 
users of inhalants, hallucinogens, and marijuana, 
while the oldest groups incorporated the regular 
users of narcotics, tranquilizers, and alcohol. 
Interestingly, this rank order is not altogether 
unlike that of the median ages of first use of the 
given drug, as follows: inhalants, 13.5; alcohol, 13.8; 
marijuana, 14.6; hallucinogens, 16.3; amphetamines, 
17.6; barbiturates, 18.1; heroin, 18.2; other opiates, 
19.6; cocaine, 19.6; minor tranquilizers, 23.0; illegal 
methadone,*24.0. It can be seen in these data, for. 
example, that nonexperimental users of inhalants 



were not only the youngest grxjup in the NDACP 
file, but also reflected the youngest onset age. The 
major variation in this pattern occurs with the 
regular users of alcohol tvho represented the oldest 
group in the treatment population while having the 
second youngest onset age. This difference might 
be mitigated by the fact that among all ^*ie 11 user 
groups, except alcohol, the median age at regular 
use and the median age of first use were separated 
by approximately only 1 year; in the case of alcohol, 
the onset of regular use and the age of first regular 
use were separated by 5.4 years. , 

Additional differences between the 11 gi-oups 
rolative to multiple drug use are manifest in table 4. 
Regular users of illegal methadone appear to be the 
most involved with other drugs in that some 91.3 
percent are also regular users of heroin; more than 
half are also regular users of cocaine, alcohol, and 
marijuana; and more than 40 percent are also 
regular users of other opiates and barbiturates. 
High levels of mixed drug use also appear with 
respect to the barbiturate, other opiate, cocaine, 
hallucinogen, and inhalant groups. By contrast, 
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regular users of heroin, marijuana/ and alcohol • 
appear to be less involved with other drugs. In 
terms of this regular use of other drugs, these 11 
user gi'oups can be ranked as follows: 

1. Illegal methadone 

2. Barbjtura^^^^^^ 

3! Other opiates 

4. Cocaine 

5. Hallucinogens , . 

6. Inhalants 

7. Amphetamines 

8. Minor tranquilizers 

9. Heroin 

10. Marijuana ^ 

11. Alcohol 

Also evident in table 4 is that the regular use of 
alcohol and marijuana occurs in high proportions m 
-'TnostnsergroupsrBy-contrastrthe'regulariise^f- 
narcotics and other sedatives is comparatively low 
in the inhalant, hallucinogen, and marijuana^ user 
groups; the regular use of narcotics, stimulants, 
•inhalants, and hallucinogens i? comparatively low in 
the alcohol and tranquilizer user gi'oups; and the 
use of hallucinogens and inhalants is comparatively 
low in the narcotics, sedatives, and stimulant user 
groups. 



Criminal Activity: Extent 

While NDACP data on ciiminal involvement are 
generally limited to arrests and convictions, some 
distinctions are nevertheless evident. Moreover, 
one cannot describe the motive for the crime (e.g., 
drug related, person, pi-operty) as is possible in the 
emergency room study. As indicated in Table 0, 

TABLE 4.^Mu/f/p/e drug use: regular (or nonexperimental) use of other drugs, in percent[ 



most of the users in all 11 gi'oups reported illegal 
activity. These proportions' have been translated 
into rankings in Table 6, which provide a basis for 
comparing their alternative criminal involvement, 
table 7 summarizes these rankings by simply adding 
the ranking figures, and then working with both 
the-resulting sums and the rankP-oMhe-sums.~(A- 
detailed discussion of the mathematical manipula- 
tions in tables 5, 6 and 7 appears in appendix A). 
The resulting data base creates four groupings of 
likelihood of cnminal involvement, as well as an 
overall ranking of the user groups: 

Very high likelihood: 
L Inhalants 

2. Heroin 

3. Cocaine ' 

4. OtJher opiates ^ 
5^,Iliegal-methadone- 

,High likelihood: 

6. Barbiturates 

7. Amphetamines 

, Lower likelihood: 

8. Hallucinogens \ 

9. Minor tranquilizers 

Lowest likelihood: . ^ 

10. Marijuana 

11. Alcohol 

Thus, when one considers not only reported crimi- 
• nal activity but also degree of involvement with the 
criminal justice system, the range of offenses resulting 
in conviction, and extent 6f eariy criminal in- 
' volvement, the rankings. are somewhat different 
than might be apparent at first. Most notably, the 



Drugs used 



regularly 


Heroin 


in) 


(451) 


^ Heroin 




Illegal methadone 


14,0 


' OtJieropiaUfS * 


27.1 


Cocaine 


, 42 6 


Amphetamines 


31 9 


BsArbiturateft 


24 2 


Mipor tranquilizers 


25.9 


Alcohol 


605 


inhalants 


10 9 


Hallucinogens 


21 7 


Marijuana 


56.8 


Mean percent using 




any other drug 




regularly 


31*5 



Illegal 
metha- 
done 
(69) 



Other 
opiates 
(197) 



Ampheta- Barbit- 
Cocaine mines urates 
(274) (325) (227) 



Minor 

tran- Inhal- 

quilizers Alcohol ants 

(277) (944) (149) 



Hallu. Man. Total 
cinogens juana NDApP 
(268) (668) (1544) 



91.3 

42.0 
"66 7 
24 6 
40.6 
37.7 
72 5 
145 
*13 0 
68.1 



47 1 



61 9 
147 

35 5 
40.1 
46.2 
42 1 

62 4 
17 8 
32 5 
59 4 



41 3 



70.1 
16.8 
25 5 

C3 6 
30 7 
25 2 
67.2 
146 
32 8 
70 1 



38 7 



44.3 
52 
24 3 
28 3 

34 5 
31 4 
615 
17 5 
43 1 
70 5 



36 1 



48 0 
12.3 

40 1 
37 0 

49 3 

44 5 

65 2 
22.9 

41 4 

66 7 



42.7 



42 2 
94 
30 0 
24 9 
36.8 
36.5 

69 3 
12 6 
24 9 
46 9 



33 4 



28 9 
53 
13 0 
19.5 
21 2 
15.7 
20 3 

10 3 
17 6 
41.6 



32 9 
67 
23 5 
26.8 
38.3 
34.9 
25.5 
65.1 

51 7 
71 8 



19 3 37.7 



36 3 
34 
23.9 
33.6 
52 2 
35.1 
25 7 
61.9 
28 7 

80 6 



38.2 



38.3 
7.0 
17 5 
28.7 
34 3 
23 4 
19 5 
58.8 
16.0 
32.2 



27 6 



29 2 
45 
12 8 
17.7 
21 0 
14 7 
17.9 
61 1 
9.7 
17,4 
43 3 



'PercenUget «dd to more than 100 percent due to regular u«e of more than one drug 
Source NDACP Final Report. 1977 (National Institute on Drug Abuse. 1980> 
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Table 5— Extent of criminal involvement, in percent^ 






• 


- 


• 












Illegal 










Minor 














Criminal 


metha* 


Other 




Ampheta' 


Barbit- 


tran- 




Inhal- 


Hallux 


Man- 






t involvement 


Heroin done 


opiates 




mines 


urates 


quilizers Alcohol 


ants 


cinogens luana 






Ui) 


(451) (69) 


(197) 


(274) 


(325) 


(227> 


<277) 


19441 


M49> 


<268) 


(6681 ' — 






Ever 








— - 


















Picked up 


93 1 94.2 


91 4 


93 8 


87 7 


86 3 


84 1 


82 3 


93 3 


. 86 6 


81.3 






Arrested 


90 2 94.2 


89 3 ' 


901 


79 1 


81 5 


76 9 


77 9 


84 6 


/o.o 


711 
/ 1.1 






Convicted * 


79 4 84 1 


77 7 


78.1 


68 0 


69 2 


66 4 


04 9 


69 1 


60 1 


53.9 






Incarcerated 


76.5 82 6 


66.5 


74 1 


60 6 


63 0 


61 7 


60 0» 


62.4 


49 6 


49.7 






By age 1 7. 


























Picked up 


J 58,0 


64.5 


67 5 


< 

64 6 


64 3 


' 55 6 


47 9 


83.9 


70 9 


635 




• 


Arrested 


48.1 49 3 


50 8 


54 0 


49 2 


52 4 


43 3 


37 5 


67 1 


53 0 


45 4 






Convicted 


45.5 34.8 


36 0 


36 5 


36.3 


37 4 


31 4 


25 0 


48 3 


36 2 


26.9 1 






Incarcerated ^ 


29 9 29 0 


26 4^ 


29 6 


28 0 


26 9 


25 3 


20.9 


34.2 


23 9 


21.4 




• 


Currently: 
























On probation 


26,8 20.3 


29 4 


28 8 


29 2 


28 6 


27 8 


23 6 


36 9 


32 5 


26.2 






On parole 


19 3 .15 9 


19 3 


13 1 


15 1 


10 6 


10 8 


7 1 


101 


63 


8.2 






Awaiting trial 


7 8 2 9 


12 2 


99 


7 7 


84 


9 0 


6 4 


94 


10 4 


84 






Mental C: legal 


75 14 


76 


36 


5 2 


4 0 


4 3 


4.8 


2 7 


34 


AZ 






Mental C. voluntary 


98 29 


10 7 


81^ 


_ 11.7 — - 




- 12'C*^ 




"^""l0'7 


110 

1 J z 








JSoJegal-^tatu*- 


-•43-5- 5?T" 


"35 0 


44 9 


39 7 


44 5 


44.4 


50 1 


34 2 


39*6 


48.5 






Convicted of 


























Narcotic possession 


39 5 37 7 


38 1 


39 8 


27.4 


i30 4 


20 6 


16 0 


22 1 


239 


22.8 






^ Driving while intoxicated 


6 2 1.4 


10 7 


80 


13 8 


13 7 


15 2 


156 


107 


119 


75 






Dnujkeniiess 


5 1 7 2 


13 7 


7 7 


1 1 4 


13 7 


116 


162 


11 4 


82 


7.0 






Disorderly conduct 


16 6 17.4 


22 3 


20 1 


19 7 


22 0 


199 


17 2 


22 1 


168 


12.1 






Weapons ofTcnse 


169 188 


19 8 


135 


13 2 


11 5 


14 1 


108 


174 


90 


y3 






Assault 


129 11.6 


14 7 


12 0 


126 


123 


90 


10 3 


168 


10.5 


7.9 






Larceny , 


35 3 37 7 


36 0 


32 8 


25 2 


27 3 


23 8 


183 


30.2 


20.5 


20.2 






Stolen property 


184 21 7 


18 8 


164 


12 6 


14 5 


)2 6 


10 2 


154 


1 1 Q 


10 3 






Parole violation 


20 4 13 0 


20 8 


186 


17 2 


16 7 


14 8 


107 


154 


1 1 Q 
J J ^ 


1 n 






Reports no illegal activity 


6 0 7 2 


14.2 


66 


13 2 


13 2 


29 2 


28 5 


11 4 


9 3 


16.2 






'WiU not add to 100 percent becau** of 


overlapping cateKont* 
























Source NDACr Final Reftort. 1977 (National Institute on DruK Abu**-. lUSO) 
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Table Q.—Extent of criminal involvement, ranked (from table 5) highest (1) to lowest (1 1) 






























Range, 




* 




Illegal 








Minor 






*■ 




^ased on 








metha- Other 




Amphet- 


Harbit* 


tr:tn(|iii' 




Inhnl- Hallucin- 


Man* 


table 5 






Criminal involvement Heroin 


done opiates 


Cocaine 


amines 


urates 


l!ZCT> 


Alcohol 


anth 


ogens 


juaiia 


in {)ercent 






Kver 


























Picked up 4 


1 5 


2 


6 


8 


9 


10 


3 


7 


11 


94 2-81.3 






Arrested 2 


1 4 


3 


» 7 


6 


9 


8 


5 


10 


1 1 


94.2-71. J 






Convicted 2 


1 4 


3 


7 


5 


8 


9 


6 


10 


1 1 


84 1-53.9 * 






Incarcerated 2 


1 4 


3 


8 


5 


7 


9 


6 


11 


10 


82 6-49.6 






By age 17: 


























Picked up 8 


9 5 


3 


4 


6 


10 


M 


• 1 


2 


7 


83.9-47.9 






Arrested ^ 8 


6 5 


2 


7 


4 


10 


11 


1 


3 


9 


d7 1 -37.0 






Convicted 2 


8 7 


4 


5 


3 


9 


11 


1 


6 


10 


48 3-25 0 






Incarcerated 2 


4 7 


3 


5 


6 


8 


n 


1 


9 


10 


34 2-20.9 






Currently some 


























IfRal status 5 


11 2 


8 


4 


7 


6 


10 


1 


3 


9 


65 8-40.6 






Convicted of 


























Disorderly conduct 10 


7 1 


4 • 


6 


3 


5 


b 


2 


9 




22.3-12.1 






Weapons offense 4 


2 1 


'6 


7 


8 


5 


9 


3 


11 


10 


19 8-9.0 






(Other) assault 3 


7 2 


6 


4 


5 


10 


9 


I 


8 


11 


16 8-9.0 






Larceny 3 


1 2 


4 


' 7 


6 


8 


.n 


5 


9 


10 


37 7-18.3 






Stolen property 3 


1 2 


4 


75 


6 


75 


11 


5 


9 


10 


21.7-102 






Parole violation 2 


8 1 


^ 3 


4 


5 


7 


11 


6 


9 


10 


20.8-10 7 




• 


Reports no illegal 


























activity (reverse onler) 1 


3 8 


2 


65 


65 


n 


10 


5 


4 


9^ 


6 0- 29 2 




































J-Ob 
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• C.UMK AND PATTERNS OF SUBSTANCE ABUSE 

inhalants croup moves from a rank order of 5 (table than one would expect to find by chance If one 

S to a i^rorder of table 7).-and the hallucino- divitles these scores by. 31 (the m.n.mum po s.blo 

gens anTothetibtesXp 'change places; the score), the result is an average rankmg as follows: 

other opiates gi'oup api)ears to be about as likely to j Inhalants '^-^ 

be involved in crime as heroin and illegal metha- 2. Heroin . 

done users, while the hallucinogens gi-oup appears ^" qq^.^^^^ 3.9 

only about as involved as the minor tranquilizers - ^ Other opiates -^-^ 

users. - • 5. Illegal methadone • • "^-^^ 

The broad range of items included in this g Barbiturates ^-^ 

assessment makes it clear that there is a considera- ^ Amphetamines ^-^ 

able range of variation between drug use categories g Hallucinogens ^-^ 

in the matter of how involved in crime dmg users 9 ^Ymor tranquilizers 8.3 

maybe. Ifallillicit-di-Ug users were highly involved Marijuana ^-^ 

in crime, the rankings on these various indicators Alcohol ^^-^ 

would-be expected to vary more or less randomly; . ' nvpi-all 

hence,-the.sLs.oahe rankings would be relatively This is the same ordering as .^^^^j^^^^^^ 

erual for the 11 user gi'oups. But what' table 7 rankings stated previously, but what has been 

hoi s a c £ inc 1 ,0 pattern of rankings. added here k a specification of how close-or a 

hTop on a "finafscore" which could range from 31 apart-some of the user groups are. Thus, foi 

(ifTu^er ^o^^r^^^^^^^ on each and every example, the seemingly gi-eater -mma i^v ^ong 

i emSd in the score) to 341 (if a group were inhalants users as compared ° "^^^^^^^ ^/'^ ,° 

Xd 11 on each and every item), we find an cocaine becomes ess important than the high scoi es 

actual range of 94 to 309-much g,•eater^•ariation for all three of these groups. 

TABLE 7.-Extent of criminal involvement, ranked (from table 6) highest (1) to towesf (11) percentage 

involved, and totals — 

% 

Cnmma! melha- Other Ampnci »ar m ^^^^^ 

invoivcment Heroin done oP.ates Cocame amines urafes bzcrs Alcohol anU ogens j . 

Tota!? (sums' tsum of ran ks in each'of tht- five categories^ ^ ^ ! _ — — — 

• ' ; n 11 28 '-24 33 30 20 4 44 

Ever 10 4.1? 1 f 4 oq 30- 4-44 

By age 17 20 27 24 1 ^2 .7 44 ^ ^ ^ 

f^^"» ' ; 27 35 5 33 42.5 59 22 55 62 6 66 

Conviction. 2o 26 ^ ^ ' 6 5 6 5 11 10 5 ^ ^ 

No illegal acu viiy 1 2 \ "Ti 7Z TT^ wTiTfi 

. . , ~ 7. m 95 89 5 129 5 159 \ 52 120 159 16J76^ 

A. Sum of totals - 61 71 t>ll I_ \ 

Total rankings (rankings on totals from above* 1 i — — 

. — ^ ~ m A . s 9 5 10 n I - 1 1 

II ; t ; 3 10 11 1 ^ 1 1! 

By age 17 ^ ^ ' I 4 7 6 1(^ 1 ^ 9 1 U 

Status . 5 11 2 r • 7 6 8 iO 2 9 11 I M 

Convictions 4 ' ! ' o 65 * 65 11 10 5 4 9 1 ^ 

No illegal activity _J f 2 1 

B. Sum of total ^ • ' ^ 2g 5 43 50 14 30 5 49 5-£5_ 

rankings ^ tZ " 

Final rankings* 

on 8»im of . ■■ — ^ ' ,^ c 111 

, — ^ 7 5 9 10 5 1 S 10 5 » n 

Total fsumsj 4 5 '^^ g ^ U 1 7 5 10 l H 

Total rankings 2 5 4 ■ . o • in 1 n 

, . 3 7 6 9 11 1 ^ ' 

C Both, combined 2 ^ ^ — — — — ^o'il 

• K.„„^„^ -.10 5 149 .26 120. 186 5 175 258 5 30. 94 . 30a M 34. 

— Ver> 

I/ikehhood , ^ ^ . Hit?h l>o\^er l>o\^e.st * high Uwer Ixmesl 

Group^ ^'""^y ^'R^ ^ . — : ; ; 

' . / * i.« I- «T -Fvrr wck«l un-i ^rrr *^iualh important KankinK on Total nnhng* Un>r B TinK> ^ tf rac.i 

•Rankinz on -TouL* upm^r Uw A rank,, a* if eich r,.tty hrw R hvrr pick^l up . >*rrr t^juan. >~ ^^^^ 

erJc 
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Table e.— Effect of drug use on criminal behavior, in percent 



Minor 

Iliegal Other Ampliet- Barbit- tran- InhaJ- 

Heroin methadone opiates Cocaine amines urates quilizers Alcohol ants 

:451) (69) (197) (274) (325) (227) (277) (944) (149) 



Drug-use efTect 



Amount:* 
Increase 
No effect 
Decrease 
No d9*»a 

Violence:*'^ 
.,Yes: alcohol 
Yes: drugs 
No 

No data 
Crime:^ 

Under drug 

influence 
Under 
. alcohol 

influence 
To support 

habit 



Halluci- Mari- 
nogens juana 

(268). *(668) 



72 5 
20.8 
4.9 
1.7 

y55 
7.8 
18.4 
68.3 



47.2 

23.1 
44.1 



58.0 
29.0 
7.2 
5.8 

4.3 
7.2 
11 6 
76.8 



50.7 

26.1 
55^1 



66 5 
26.9 
3.6 
30 

10.2 
: 12.2 
/ 18.8 
58 9 



48.7 



64.6 
27.0 
62 
2.2 

5.5 
8.4 
17.9 
68.2 



48.2 



64.3 
28.0 
34 
4.3 

98 
•10 2 
24.6 
55.4 



36 6 



66 5 
25 1 
3.1 
5 3 

13 7 
12.3 
'21.6 
52.4 



38.3 



26.9 25 5 
40.1 40 9 




52.7 
40.8 
' 4.0 

108 
11 2 
21 3 
56.7 



29.2 

3i 0 
22.0 



47.4 
45.1 
48 

2.8 

10 0 
50 
23 3 
61.8 



6.1 7 
28.9 
67 

2.7 

13.4 

8.7 
20.8 
57 0 



^^0.2 29.5 



66.8 
23.5 
5.2 
4.5 

10.1 
10.1 

'23.9 
56.0 



34.0 



38.9 35.6 25.0 



60.9 
3L6 
4.8 

2.7 

8.1 
6.9 
17.5 
67.5 



28.3 



21.6 



19.6 22.8 19.4 21.6 



'Item "At \ht time you ffU that drug alcohol uk m,9s an important part of \our lif^tljtiU vour iltrgal activitv at th.tt timt- 
'Item "Have you ever gotten ongrj or .lolenl and sertuush tiyurrtl someone nmied metijtal attentior - whil? ur.dtr ihf influence uf 
^OfTesuey-convicted-of, only for "the firvt reportetl uffense" in jil cju^^ Hemt j> u iN-ri-coi. hui ihi re^^iMttix*- fH^rctniaiteM art tfiamle ^et« answers for each line 
and therefore «*ill not add to lOO 0 perrent ^ » 

Source NDACP Final Report. 1977 (National Institute on Vma Abu^. 1980> 



Overall, it appears that the opiate groups show the 
greatest involvement with the criminal justice s>Jt> 
tem, compared to other substance categories. 

Criminal Activitv. Changes 

Additional information on the vaiious user groups' 
criminal involvement appears in table 8. All re- 
spondents in the NDACP were questioned: "At the 
time you fejt that drug/alcohol use was an impor- 
tant part of your life, did your illegal activity at that 
^ time increase, decrease, or stay the sanTe?'' The 
highest proportions indicating increased criminal 
activity appeared with respect to heroin users; the 
lowest were in the minor tranquilizer group. 
Interestingly, the incidence of violence while under 
the influence of drugs, also indicated in table 8, was 
reported most often by persons in the barbiturate, 
other opiates, and minor tranquilizer groups. How- 
ever, these figures must.be viewed cautiously due 
to the large number of nonresponses. 

Criminal Activity, Under the Influence of Drugs 

Finally, higher proportions of users in the vari- 
ous narcotics subgroups reportedly committed crimes 
while under the influence of drugs, followed b> the 
stimulant groups, with the lowest proportions in 



the alcuhol cuhurt. Huwever, while under the influ- 
ence uf alcuhul, the alcuhul users cuhort' indicated * 
the highest pi upurtiuns committing crimes, follovi'ed 
by the inhalant and minor tranquilizer groups. 
Lastly, the commission of crime for the support of a 
substance abuse habit was most prevalent among 
narcotics and stimulant users, ranked as fallows: 

Petcent 



1. Illegal methadone 55.1 

. 2. fieroin , 44.1 

3. Cocaine 40.9 

4*. Other opiate.s 40,1 

5. Barbiturates : 29.1 

6. Amphetamines 25.8 

7. Inhalants 22.8 , 

8. Minor tranquilizers 22.0 

9. Marijuana ! . . .21.6 

10. Alcohol 19.6 

11. Hallucinogens 19.4 



While no strong generalizations can be made 
from these data, it is nevertheless apparent that 
different user groups reflect varying patterns of 
drug taking (i.e., multiple drug use) and differential 
involvement with crime. Furthermore, since each 
uf the 11 u.ser gi'oups examined here is contami- 
nated by inclu&iun uf respu^dents from one or 



more other group?, even greater differences would 
likely emerge from more mutually exclusive sam- 
ples. 



FIELD STUDIES 



CRIME AND PATTERNS OF SUBSTANCE ABUSE ' 

The study of the relationship between crime and" 
drugs within a functioning subgroup of the criminal 
population was therefore initiated through an anal- 
ysis of drug-using pickpockets. During Januai7 
1975, 10 active professional pickpockets from Miami, 
Florida were interviewed regarding their drug 
taking. and criminal careers (Inciardi 1977). As 
indicated in Table 9, all had begun their drug use 
subsequent to their criminal activity. All of these 
individuals were committed to a criminal lifestyle 
and had underworld involvement years prior to the 
onset of drug use. M^st importantly,' these individ- 
uals s^w drugs as instrumental in furthering their 
careers; in most instances, the pickpockets had • 
begun to "lose their nerve" while stealing, and 
drugs provided them with the perceived stability 
felt necessary for consummating a theft. 

Using the professional thieves as a point of 
inquiry, the question arises whether there may be 
certain relationships between drugs and crime that ' 
are specific to given subpopulations. Three addi- 
tional samples of bubstance abusers were therefore 
identified and analyzed by way of a pilot informa- 
tion base to address this is'sue.lt should be empha- 
sized here that the various substance-abusing co- 
horts described do not represent cross sections of 
any particular user groups from which generaliza- 
tions can be drawn. Rather, it is intended primarily 
to illustrate that user groups do indeed vary, and 
that analyses of criminal involvement must address 
these variations. 

Since these were pilot studies, sample cases were 
not drawn on a random basis, and all inter- 
viewing—which occurred in July 1977— was under- 
taken in an unstructured manner. The samples 
included 20 black heroin addicts from the Brownsville 
section of Brooklyn, New York; 9 amphetamine and 
barbiturate users from a motorcyle pack traveling 
through the Maryland peninsula; and 20 whites 



As stated in the Research Pei'^pectives section, 
the aims of this chapter include the discussion of 
active street, users as well as those jn treatment. 
Certainly, emergency room patients (Miami, benver) 
and clients in treatpient (NDACP) are/tlseful in 
formulating large data bases for the study of crimi- 
nality among drug/alcohol abusers. A further ad- 
'vanUge,.however, is offered by field studies; though 
necessarily limited in scope, they offer a more 
complete picture of tlie criminal/abuser in his/her 
natural, operational setting. 

The vast body of literature describing the way of 
life of the professional criminal has documented the 
widespread use of opium and heroin artiong pick 
pockets, shoplifters, and other types of professional 
thieves. In addition to those professional offenders 
who, in their autobiographies, make reference to 
their own use of narcotics, the high incidence of 
drug use amoi)g such thieves has been noted in 
numerous other sources (Inciardi 1975). M?.urer 
(1964) suggested that addiction among pickpockets 
was greater than in any other "racket,'* and the 
pickpocket's spouse as well was often addicted. And 
' finally, numerous authors have noted that many 
professional thieves resorted to drugs as\a relief 
from the pressures of their occupation ahd that 
such drug use also was a manifestation of onVs "loss 
of nerve." Sutherland (1937) too, who provided the 
first iiomprehensive analysis of the social organiza- 
tion and occupational structure of t^he profession of 
theft, has also commented on this relationship. 

Table d.-Selected characterij^tics of 10 drug-using pickpockets. Miami 1975 





Age at onset 




of criminal 


Age 


activity ^ 


47 


13 


62 


25 


51 


24 


49 


30 


66 


15 


50 


19 


49 


13 


48 


12 


53 


^ 16 


50 


16 



Age at onset of 
drug use 



Drug of 
abuse 



Addicted 



Total 
\ arrests 



26 
26 
30 
40 
46 
21 
21 
23 
33 
29 



Heroin 

Heroin 

Barbiturates 

Codeine 

Heroin 

Cocaine 

Cocaine 

fieroin 

Codeine 

Heroin 



Yes 
Yes 
Yes 
No 
Yes 
N-) 
No 
No 
No 
No 



20 
86 
30 
25 
40 
25 
35 
12 
17 
22 
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with mixed addictions from New York City's ''West 
Village." . 

The 20 black heroin addicts were located in 
Brooklyn's Brownsville, a multiethnic low income 
area of some 200 square blocks characterized by high 
rates of poverty, crime, slum dwellings, and drug 
addiction. This sample was based on a restricted 
quota draw rather than one derived through the use 
of a more sociometjjically oriented model. The 
first respondent was selected, from a street corner 
gi-oup on the basis of his willingness to participate 
in the research effort. During the course of this 
initial interview and all subsequent interviews at a 
time when interviewer-respondent rapport was 
deemed to be at its highest level, each rejspondent 
was requested to identify any other current heroin 
addicts known to him. These individuals, in turn, 
were located and interviewed until a- quota of 20 
was reached. This method, while nonrandom, nev- 
ertheless restricted the pool of potential respond- 
ents to "current" heroin users who were active in a 
given subcultural area and who were available for 
interview within ijoe free community. The tech- 
nique elintinated former users, recent users who 
wei-e only peripheral to the mainstream of the 
subculture, and any users who were recent admis- 
sions to residential service or control programs. 
The sample of 20 heroin users consisted 6f males 
reflecting a median age of 1*9.3 years, with careers 
in dinig use beginning prior to~:age 13. Their drug 
use typically began witji codeine cough syrup, 
alcohol, and 'or inhalants, followed by marijuana 
and sedative use by age 15. The median age of onset 
of heroin use was 16.7 years, with heroin addiction 
occurring at 17.5 years. At the time of interview, 
these individuals primarily used heroin combined 
w !th a high incidence of alcohol, marijuana, ancT 
cocaine. 

All but two of the respondents reported criminal 
behavior occurring prior to any drug abuse. Crimi- 
nal behavior as such was typically of a predatory 
nature, including purse snatching, shoplifting, and 
varieties of ^sneak theft. Only one reported violent 
crime prior to drug use. These addicts also maintained 
that their criminality remained at a relatively low 
1^-vel during these early years, although 14 of them 
were picked up by the police and 9 had juvenile 
records by age 12. During this preaddiction period, 
the level of criminal involvement remained rela- 
tively unchanged, with onl> three exceptions. Two 
individuals became involved in a series of armed 
robberies for which they were ultimately arrested, 
perpetrated for the purpose of going into business 
as operators of a record btore. The third became 



involved in a street robbery (mugging), which he 
stated was unrelated to his use of drugs. ^ 

With *che onset of heroin addiction, criminal be- 
havior began to increase {Primarily for the purpose 
of supporting the drug habit. During the 30-day 
period prior to interview, three respondents indi- 
cated no criminal involvement and three stated that 
their criminality was limited to drug sales. For the 
remaining 14, criYnes were reported as follows: 





Total 






Offense 


offenses 


Repo}iing 






Percent 


w 


Burglary 


33 


86 


12 


Shoplifti'pg 


30 ' 


79 


11 


Othepjw^k thefts 


15 


71 


10 


VehictS" thefts 


3 


7 * 


1 


Purse snatching 


3 


21 


3 


Armed robbery 


2 


7 


1 


vStreet robbery 








(mugging) 


2 


7 


1 



As such, during the 30;day period, a total of 88 
crimes were committed by these 14 subjects, the 
vast majority of w hich could be termed as "drug 
related" in that they were committed in order to 
secure fund^ for purchasing drugs. None of these 
respondents was arrested for the crimes indicated, 
although 18 of the 20 had arrest records. 

In terms of alcohol histories, such usage began at 
a median age uf 12 years, but heavy drinking on a 
regular basis did not begin until after the onset of 
heroin acjdictiun in the majority of cases (17), All of 
the respondents maintained that alcohol was not a 
contributing factor to their criminality. In.fact,the 
majority agreed that the heavy use of alcohol often 
interrupted their typical courses of illicit drug- 
seeking behavior. It did appear, on observation, 
however, that the heavy use of alcohol combined 
w ith other drugs had increased their !e\d of social 
dysfunctijning. Almost two-tiiirds of the group (13) 
used heroin, alcohol, and marijuana on a dail> basis. 
Most admitted that the iise of heroin generally 
occurred early in the day, followed by the heavy 
use of wine and marijuana which effected a heavily 
sedated state fur the balance of the da>'. These 
individuals seemed totall> unmotivated regarding 
employment, improvement uf family or other social 
relations, or treatment. 

The nine members of the motorcycle pack were 
interviewed in southern Delaware. They were from 
a larger group of bikers (// -30) who alternatively 
spent their time on the Maryland peninsula; Suffolk 
Count>, New York (ea^jtern Long Island); and 
Weirb Beach, New Hampshire, and were approached 
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. by the authdr as they crossed the Delaware/Maryland 
border. Entry to the group was obtained through 
one of its former members. 

The group was composed of white males with a. 
median age of 29.1 years, originating primarily 
from New York's Long Island. Their 'drug use 
began at considerably varyinjf ages, with a median 
of 17.7 years and ranging from 13 to 27 years! Drug 
use in this group most often began with alcohoi at 
age 15 followed by marijuana. At the time of 
interview, seven individuals were hea^yily into bar- 
biturates or other sedatives, and two were primary 
amphetamine users. All were also using alcohol and 
marijuana, and two were involved in the sporadic 
use of heroin. None reported addiction to any drug. 

Of the nine motorcyclists, only two admitted 
criminal involvement prior to drug use. Further;;^ 
more, while all indicated that they had committed • 
crimes at one time or another subsequent tq drug 
use, such crime seemed to be related to their 
membership in a motorcycle culture. Criminal ac- 
tivity was usually done in a group setting/ it 
included such events as hijacking, burglarV, drug 
sales, and assaults on rival |angs; and it \vas 
undertaken either as a peer grpup activity or for 
the purposes of general financial gain. During the 
30 days prior to interview, only 2 of the 9 indicated 
criminal activity; this involved the breaking and 
entering of a car to obtain a CB radio. All indicated 
that sporadic work as opposed to criminal activity 
was their primary source of support. 

The third sample consisted of 20 subjects with 
mixed addictions. The subjects were all white, 80 
percent (n = 16) were male, and they ranged in age 
from 21 to 34 with a median age of 25.2 years. 
' These individuals are best described as form* r 
members "of the ''new underground" of the 1960s; 
several were would-be avant-garde types who enteral 
the Greenwich Village area after the onset of its 
decline as a bohemian enclave. This sample was 
selected in the same manner as the black heroin 
users. Of the 20 respondents, two ^vere musicians, 
three were students, three were shopkeepers, and 
the balance (12) were unemployed— supported ei- 
ther by their parents, spouses, public assistance, or 
panhandling. 

All of these subjects had mixed addictions and 
^were attending local drug treatment programs on 
an ambulatory basis. Their addictions included tran- 
quilizers and barbiturates!// = 6), heroin and barbitu- 
rates (w = 4), and sedatives (of various types) with 
alcohol (n = 10). Drug use in this group had begun 
with alcohol or marijuana at a median age of 16.9 
years, followed by addiction to a priraary drug or 
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drug combination at a median of 20.2 years. 

Of the '20 subjects, only 6 reported having ever 
committed a crime other than a violation of^the 
drug laws. All of these six had committed crimes 
before drug use, maintaining that their rates of 
crime commission did indeed increase subsequent 
to the onset of their addiction. Furthermore, five of 
these six reported having ari^est records; this in- 
cluded the four persons claiming heroin addiction. 

These six individuals also reported high levels of 
criminal involvement during the 30 days prior to 
interview. Three subjects indicated that they en- 
gaged in at least one burglary per day, two engaged 
in prostitution, and one reported frequent thefts 
from vehicles. All reported illegal activity as a 
source of drug support. 

The 10 subjects using sedatives in combination 
with alcohol deemed to have the highest levels of 
social dysfunctioning ae a result of their drug 
involvement. None ,were employed and most (8) 
exhibited skid row-type behavior. Living adjacent 
to the northern end of New York's Bowery, these 
individuals regularly gravitated to this social half- 
' worid for the purposes of panhandling, drinking 
with local bottle jgangs, and sleeping in sedated 
states while protected by the anonymity offered by 
the visible disorganization of the area. All claimed 
to be "in treatment" for alcohol use, but upon 
further inquiry it was learned that "treatment" as 
such amounted to no more than weekly contacts 
from outreach workers of the Salvatiion Anny and 
the Alston Wilkes Society. 



DISCUSSION 



In retrospect, the data in these analyses clearly 
suggest that t)ie relationship between drugs and 
crime is indeed a complex one. Some general obser- 
vations can be made witli respect to the two large 
data bases presented in this study. Among drug 
emergency patients, criminal involvement was 
reported least often by the tranquilizer cases and 
most often by the narcotics c^es. While the alcohol 
users in this data set reported proportionately 
more arrest histories than did the drug cohorts, 
these arrests were typically for alcohol-rehted 
"victimless crimes." Among the NDACP clients, 
the users of inhalants, heroin, cocaine, other opi- 
ates, and illegal methadone had the highest likeli- 
hood of criminal involvement; the usei^s of alcohol 
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property offenders,^ they felt that drugs serveu a 
specific purpose — thejt of Steadying their nerves. 
As such, while their dr jg use was related to crime, 
their particular choice o^criminal career might be 
considered as a "cause" ol "^uch use. 

By contrast, the bikers interviewed indicated that 
their joint involvement with u^ime and drugs was 
more related to membership in a 'Jeviant subculture 
than to any other relationship", m the group with 
mixed addictions, few reported c, "ininal activity; 
those who did, however, reflected a lather complex 
involvement. Crime was apparent beti}re their ad- 
diction, but as drug use increased, crin«e similarly 
escalated— for the reported purpose ol' drug use 
support. 

The data describing the 20 black heroin addicts 
suggest e\ en further complexity in the dnigs/crime 

Table )0.— Correlation of opiate use rates with rates of selected social casualty statuses for 30 health 
center districts, New York City, 1967 



Rank order of seventy 



New York City 
health center districts 


Opiate 
use 


Financial 
assistance 


Juvenile 
delinquency 


Out of wedlock 
births 


Male 
unemployment 


E^overt) 


Manhattan: 












* 


Central Harlem 


1 


8^ 


1 


1 


3 


1 ' 


£ast Harlem 


2 


6 


8.5 


3 


4.5 


2 


Kips Bay-Yorkville^ 


20 


28 


29 


17.5 


19 


21 ' 


Lower Eastv^ide 


- ? 


12 


12 


11 


1 


3 


Lower West Side. 


4* 


17 


15 


• 16 


2 


* 12 


Riverside 


3 


13 


14 


9 


4.5 


^ 5 


Washington Heights 


8 


16 


.13 


15 


15 


15 


Bronx* 














Fordham-Riverdale 


22 


20- 


26 


23 


23.5 


20 


Morrisania 


5 


2 


85 


6 


8 


8 


Mott Haven 


6 


1 


7 


4 


6.5 


4 


Pelham Bay 


18 


23 


27 


17 5 


25 


22 


Tremont 


12 


10 


11 


10 


16 


14 


Westchester 




21 


25 


22 


21.5 ' 


18 


Brooklyn: 














Bay Ridge 


27 


27 


24 


30 


20 


23 


Bedford 


11 


7 


2 


5 


10 


65 


Brownsville 


15 


3 


5 


7 


12 


11 


Bushwick 


14 


5 


4 


8 


13. 


13 


Flatbush 


26 


25 


20 


27 


28 


26 


Fort Greene 


10 


4 


3 


2 


11 


9 


Gravesend 


23 


18 


19 


25 


17 


17 


Red Hook'Gowanus 


9 


11 


6 


13 


9 


65 


Sunset Park 


17 


14 


17 


20.5 


14 


16 


Williamsburg 


13 


9 


10 


14 


6.5 i 


10 


Queens: 














Aston a-L.LC. 


21 


22 


23 


26 


23.5 


19 


Corona . 


25 


26 


21 


20 5 


21.5 


28 


Flushing 


30 


29 


30 


28 


30^ 


30 


Jamaica East 


19 


15 


16 


12 


26 


27 


Jamaica W^st 


24 


19 


18 


19 


27 


24 


Maspeth'Forest Hills 


29 


• ^ 30 


28 


29 


29 


29 


Richmond 


28 


* 24 


• 22 ^ 


24 


18 


25 






0 78 


0 75 


0.81 


0.88 


0.92 
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and marijuana had the lowest likelihood. The highest 
proportions of the NDACP population indicating 
increased criminal activity after addiction oc^rred 
among the heroin users; the lowest ra)^ was 
represented by tranquilizer users. The commission 
of a crime in support of a substance abuse habit was 
most prevalent among narcotics users. 

In spite of the above general observations derived 
from large data bases, it is evident that any hy- 
pothesized link between drugs and crime can be 
assessed more significantly within the context of 
drug and criminal subcultures. 11}^ lifestyle of 
professional pickpockets, for example, may indicate 
ihe use of drugs as a mechanism for enhancing 
performance. The pickpockets examined here had 
been heavily involved in the underworld many 
years prior to their Initiation into drug use; as 
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issue. The ovewhelming m^ority indicated preda- social problenris to indicate unusually high statisti- 

tory offense behavior prior to their careers 4n cal relationships: • o 

drugs, mth increased criminal activity occurring ^ ' ^ 

only after the onset of addiction. This would sug- ^ use/poverty r ^ • • • 0.92 

gest that crime was indeed related to drug use (as a • ^ .^^^ use/unemployment 0.88 

source of drug support) after th5t pomtr-but this q ,^^ use/illegitimacy 0.81 

conclusion leadfe to further inquiries. Initially, smce ^ use/financial assistance . 0.78 

their crime increased after addiction,* what explains ^ .^^^ use/delinquency r .'^ . 0.75 

their original criminal behavior? Secondly, had they ^ - > „ 

not been criminals previously, would they have This does not suggest that opiate use is the "cause 

suddenly begun to coVnmit crimes at the onset of of any or all of these phenomena nor does it 

drug use? Would they in fact have begun to use necessarily signify any reverse causation. Rather, 

drugs at all? This brings us to that "third factor'' in it strongly suggests that these social casualty statuses 

the drugs/crime issue, one which suggests that tend to exist side by side, that the presence of one 

perhaps substance abuse and crime are less related indicates the presence of the others, and that 

to each other than to one or more other phenomena. within given regions drugs and crime may be 

In a previous study (Inciardi 1974), rates for related aspects of general social disorgal^tion. 
various social casu^ty statuses including opiate ^ Within this context, it must be emphaSzed that 

use, financial assistance, juvenile delinquency, longitudinal studies must be undertaken on cfe/ined 

outM>f-wedlock births, male unemployment, and substance-abusing populations, v^th a concentra- 

poverty were ranked for each of New York City's tion on criminal career patterns. Research at this 

30 health cfenter districts (Table 10) (aggregations level must be .initiated before we can begin to 

of contiguous census tracts). As indicated in Table further assess the impact of drug use on the nature 

^0, opiat^se was correlated with each of the other and extent of crime. 
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APPENDIX A 



The data in tables ,5, 6, and 7 represent a series 
of mathematical manipulations involving the ranking 
of proportions, summations and rankings, and then 
the ranking of summations for the purpose of 
indi6ating the relative likelihood of criminal in- 
volvement as' suggested by the additive effects of 
numerous variables. For heroin users, for example, 

93. 1 percent reported being picked ftp by the police, . 

90.2 percent reported^having been convicted, and 
76.5 percent reported having been incarcerated 
(Table 5). Furthermore 56.5 percent of the heroih 
group were in some active legal status-r-either 
probation, 4)arole, awaiting trial,, and/or mental 
cofhmitment. Only-6 percent of this cohort reported 
no illegal activity. 

The proportions in table 5 appear as rankings in 
table 6. Continuing with the same example, heroin 
users, when- compared with the other user groups, 
rank fourth in terms of "ever picked up," while 
illegal methadone users ranked highest in the pro- 
portion "ever picked up." The other four/ategories 
in table 5— criminal justice system contacts by age 



17, present legal status, convictions, and no illegal 
activity— are similarly ranked In table 6. 

Table 7 begins by accun\ulating the table 6 ranldngs 
into summary form. Heroin users, for exahiple, 
show a total of 10 in the "ever" category— a sum 
.based on the ranks^f 4, 2; -2, 2 from table 6, The 
"sum of totals" (line A) of 61 for heroin users is then 
the sum of jail the totals CIO for "ever," 20 for "by 
age 17," etc/.). In the second segment of table 7, the 
previous sums ("ever," "by age 17," "status," etc) 
are ranked for each user group. Thus, the heroin 
users* sum of 10 for "ever" ranks third (after illegal 
methadone and cocains) and as such, is designated 
the rank of 3 in this second segment of the table. 
These rankings are again summed, giving heroin 
users a value of 17:5 in the "sum of total rankings" 
(line B). The, final rankings of sums are based on 
lilies A and B, with C representing the combinatipn 
of lines A and B for each user group. 

The "final score" is the line A sum plus the Une B 
sum, after the line B sum was multiplied by 3 for 
the purposes of giving it the same general numerical 
range as the line A sum. This "final score" suggests 
the relative likelihood of criminal involvement of 
the 11 user groups, with inhalant users designated 
as highest (score = 94) and alcohol users as lowest 

(score = 309). 
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INTRODUCTION 



« 

Alcohol consumption by drug users has beqome a 
matter of major conaem in the study of drug 
treatment outcome?. As a legal 'substance, alcohol 
apparently^ fills in occasionally as a convenient^ 
"Substitute far illicit drugs, but it is also believed by 
some to be a more important substitute as drug use 
is decreased 'during and after drug treatment. It 
also appears to have a place of its own in the 
pattern of multiple drug lise. Alcohol use before 
admission to drug, treatment programs has gener- ^ 
ally been higher among older drug users and m^es 
than other types of clients, but the higher drinking 
rate among multiple drug users is even more strik- . 
ing (Jackson and Richman 1973; Simpson 1976). 
Jad- on and Richman (1973) also noted that heavy 
drinking occurs more frequently, among long-term 
addicts and r^adriiissions to drug treatment thajf 

among first-time admissions. _ ^ ^ 

The history of drug use among opiot^' addicts Has 
indicated that in some cases excessive alcohol use 
preceded the addiction to opioid drugs (Brown et al. 
1973; O^Donnell 1964, 1969; Weppner and Agar 
1971). Brown et.al. (1973) cited evidence suggesting 



that alcohol use decreased when addicts initiated 
their opioid use and^that subsequent entry into- 
drug treatment (methadone maintenance in most 
cases) was not accompanied by increased drinking. 
The^abseAce of a substantial change in drinkipg 
habits from pre treatment lo the treatment process 
for methadong^-maintenance clients has also been 
supported by othei: studies (Gorsuch et al. 1976; 
Sii^pson. 1974). Alcohol and illicit drug use during 
treatment are positively corrfeFated (Neman and 
Demaree 1976), however, and alcohol use has been 
.cited as a frequent treatment problem and cause of 
discharge in methadone maintenance programs (Gear- 
ing 1970, 1972): 

Long-term followup studies of admissions to the 
Federal narcotic hospital in X^exingt'on by 'O^Ddnnell 
(1964, 1969) and Vaillaht (197ii) have inBicated that 
alcohol. plays a significant. role in the lives of ad- 
dicts, especially if ibey wer^e h^y alcohol users 
before opidid addiction, anrf ^increasing role as 
they advance -in age beyond 35-40 y?ars.. These 
studies wese based on addicts ^adfnitted to the 
Lexington Hospital prior to 1960, and the sample 
clients were relatively old admission compared to 
those in more recent treatment programs. Inevita- 
bly, the drug abuse treatment system and the types 

'in 
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of drug users being treated have changed consider- 
ably in the years since these studies were initiated. 

The present study is based on followup interview 
data for a sample of 1989-71 admissions (cohort 1) 
in the* Drug Abuse Reporting Program (DARP) 
sponsored by Texas Christian University of Fort 
Worth, Texas. This was a more "contemporary'' 
drug treatment sample than those examined by 
P'Donnell and by Vaillant and involved a shorter' 
interval between discharge from treatment and 
followup interview. The time span between DARP 
treatment admission in 1969-71 and the followup 
interview in 1975-76 wcis typically 4 to 6 years, and 
for most of the saijiple it included at least 3 yearo 
since DARP treatment was tgrminated. The objec- 
tive df this investigation is to explore in more detail 
.some of the general findings reported previously by 
Simpson and Lloyd (1976) in a study based on these 
same data and concerned with the development of 
alcohol criterion measures for DARP followup evalu- 
ation research. 

This stucjy focuses on alcohol use and its relation- 
ship to illicit drug use and treatment, and it in- 
cludes two major sets of analyses. The first set of 
analyses Involves the since-DARP period, from 
DAR? termination up to 2 months before the 
followup interview. It investigates drug use in 
relation to post-DARP changes in drinking levels 
and examines variations in alcohol consumption in 
relation to dinig use and time spent in treatment 
during the post-DARP years. The second set of 
analyses focuses on alcohol use at -interview, that 
is, during the 2 months immediately preceding the 
followup interview. It explores variations in alcohol 
consumption associated with drug use and treat- 
n)ent status at the time of interview, along with 
demographic characteristics and measures of pre- 
vious alcohol use, drug use, and treatment experi- 
ence. 



Description of the Folldwup Sample 

From the 11,383 admissions to 23 agencies that 
participated in the DARP between June 1969 and 
June 1971 (DARP cohort 1), a stratified random 
sample of 1,853 former clients was selected for the 
followup study. These individuals were selected 
from four DARP population groups that had suffi- 
cient numbers of clients to be included, namely: 
methadone maintenance (MM), therapeutic com- 
munity (TC), outpatient detoxification (DT), and 
intake only (10), (For further details on the general 
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design and sample .selection for the cohort 1 fol- 
lowup study, see Simpson and Joe 197J.) Overall, 
87.6 percent of the total sample of 1,853 were 
located: 1,423 (76.8 percent) of the total sample 
were interviewed; 133 (7,2 percent) were deceased; 
8 (0.4 percent) were out of the country and not 
interviewed; and 60 (3.2 percent) refused to be 
interviewed. The remaining 229 (12.4 percent) could 
not be located. The total numb^i of completed 
interviews was 1/428, but for technical reasons (see 
Simpson and Jpe 1977), only 1,409 were included in 
the current f6Howup study. . . 

Sources of Data ' . ^ 

The data in this study were obtained from client 
reports submitted by DARP treatment agencies 
from 1969 to 1971 and followup interviews conducted 
in 1975 and 1976.* These data represent four time 
periods,, defined as follows: 

1. Before-DARP refers to the last 2 months 
before admission to DARP, based on the 
admission record completed in 1969-71. 

2. During-DARP refers to time during treat- 
ment in the DARP up to 1974, based on 
bimonthly status evaluation records through- 
out the first treatment episode in the DARP 
(for cases of later readinission to the same 
agen-^y. the later episodes are not reflected in 
this category). i' 

3. Since-DARP refers to time from termination 
of DARP treatment to 2 months before the 
followup interview (ranging up to 6 years), 
based on data obtained by 1 -month periods in 
the activities chart of the'followup survey. 

4. At-interviav refers to the lant 2 monthi^ before 
followup interview, *based on the followup 
survey completed in 1975-76. 

The term "post-DARP,'*' as used throughout this 
text, is meant to include }3oth the since-DARP and 
the at-interview time peribds. 

Measures of Illicit Drug Use 

Illicit drug use was reported in categories of 5 to ^ 
7 days per wec4c (daily); 1 to 4 days per^veek 
(weekly); less than once per week (weekly); and no* 



' Checks of tntmial consj«t«ncy as vi'ell as companMn^ of *elf-report information 
with criminal juMice re<ord» of post-DARl' incarceration* and treatment reentry 
records supported the reliability and validity the data iy^ himpson et ai li^T6 
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use at all. These frequencies were recorded separately 
for each of nine drug classes: heroin, illegal metha- 
done, other opioids, barbiturates, cocaine, amphet- 

' amines, hallucinogens, marijuana, and other non- 
3pioids. Tlas-information on drug use was collected 
for each of the four time periods described above; 
however, drug use information dunng-DARP in- 
cluded actual number of days of use for each drug 
class, rather than the general frequency categories 
. used in the before-DARP and post-DARP periods. 
The different -classes of drugs have been com- 
bined in the present study into the categories of 
opioid use, mnopioid use (not including marijua- 
na), and marijuana use. Each measure reflects the 
highest frequency of^se reported within that par- 
ticular 9lass of drugs. Opioid use is based on heroin, 

. illegal methadone, and other opioids; and nonopioid 
use is based on barbiturates, cocaine, ampheta- 
mines, hallucinogens, and other nonopioids (other 
than marijuana). These measures of drug use were 
defined and examined in more detail by Savage and 
Simpson (1976). 

Measures of Alcohol Use 

One of the principal alcohol measures used in the 
- present study is a composite variable, average daily 
80-proof liquor equivalent, defined for all four time 
periods on the basis of the reported consumption of 
beer, wine, and hard liquor combined. The same 
_ measure has been used in previous evaluation re- 
search in DARP (Neman and Demaree 1976). The 
computation involves a transforma^tion of consump- 
tion levels for each of the three alcohol beverages to 
a common unit of measurement; the metric used is 
80-proof liquor equivalent, sometimes referred to 
simply as 80-proof alcohol. For each time period, (1) 
an average daily rate of beer, wine, and liquor us . 
by an individual was calculated; (2) the amount for 
each beverage was multiplied by a conversion fac- 
tor to yield average daily ounces injBO-proof alcohol; 
and (3) the three scores were then summed to 
obtain the composite measure. The conversion fac- 
tors are as follows: Each can (or bottle) of beer was 
converted to 1.80 ounces of 80-proof alcohol, each 
pint of wine to 6.50 ounces, and each drink (or shot) 
1 of liquor to 1.75 ounces. Because unusually Tiigh 
amounts of 80-proof alcohol were sometimes reported , 
the procedure recommended by Neman and Demaree 
(1976) for scaling alcohol use was followed. Thus, the 
analyses in the present study are based on a 
I four-point index score of average daily 80-proof 
I * Alcohol use, representing (1) no use, (2) 0.1 to 4.0 
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ounces, (3) 4.1 to 8.0 ounces, and (4) over 8.0 
ounces. * 

Another alcohol-related variable obtained for all 
four time periods is alcohol problems, referring 
client-reported incidents of medical, legal, job, or 
family problems due to the excessive use of alcohol. 
In contrast *to most of the alcohol and drug use 
variables used in this study, the before-DARP 
measure (Jf alcohol problems refers to lifetime his- 
tory, rather than to just the last 2 months before 
DARP admission. 

A composite measure of alcohol consumption 
across each of the four time periods is the average 
daily use of 80-proaf liquor equivalent described 
above. This is a frequently used and readily under- 
stood measure, but there are some instances in 
which useful information concerning alcohol use 
m&y be overlooked when using it. Particular refer- 
ence is made to the potential for discriminating 
between light but frequent drinkers and heavy but 
relatively infrequent drinkers. The foUowup infor- 
mation obtained for the at-interview period prp; 
vided a basis for further analysis by means of a 
measure that combines this information. This mea- 
sure was referred to as the level of alcohol i^se and 
was defined in part by average daily alcohol use, 
but also recognized the heavy episodic drinker in a 
classification scheme similar to that used earlier by 
Cahalan et al. (1969). Four levels of alcohol con- 
sumption at-interview were defined as follows: 

• Abstaiyiers, Persons in this category did not 
drink in the last 2 months before the foUowup 
interview. 

• Light drinkers. This level includes indiMduals 
who had at least one drink in the 2 months 
previous to interview, but whose average con- 
sumption levels on days used did not exceed two 
cans of beer, 1 pint of wine, or two drinks of 
liquor., and whose average daily 80-proof liquor 
equivalent for total alcohol use was not more 
than 4.0 ounces. 

• Moderate drinkers. Persons in this category 
averaged up to 8.0 ounces of 80-proof liquor 
equivalent per day during the last 2 months, but 
with infrequent (less lhan weekly) excessive 
drinking of any beverage. (Excessive amounts 
were defined as over six cans of beer, 2 or more 
pints of wine, or over two drinks of liqupr on 

\ drinking days.) 

• //ear//dn//A:^rs. Persons so classified consumed 
excessive amounts of one or more alcoholic bever- 
ages on an average of at least once a week and 
usually averaged over 8.0 ounces of 80-proof 
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liquor equivalent per day during the 2 months 
previous to interview. 

Each of the alcohol measures used in the present 
study has been defined and examined in more- detail 
by Simpson and Lloyd (197G). 



SINCE-DARP ALCOHOL AND DRUG 
USE 



It w'ds reported in a'pre\iuu^ ^tud\ bv Simp^un 
and Lloyd (1976) that alcohol use by the DARP 
cohort 1 followup sample, as rttalled retru^pectively 
in the follow up interview, tended to remain stable 
over time after DARP treatment. Approximately 
14 fkircent of the sample abstained fi"om alcohol 
use, but 23 percent of all persons inter\ *?w ed drank 
an average of uvtt ountui of 80-proof liquor 
equivalent per da> during the ^ince-DARP period. 
Nevertheless, there were times when drinking 
leveis fluctuated. Periods of a month or longer 
during which drinking wa»^ either much higher or 
^^much lower than at-interview were reported b> 40 
percent of the sample. At least one episode of 
**more" drinking was reported b> 19 pei"cent, *1ess" 
drinking (not counting time jailed or otherwi^e 
confined), was reported bv 12 peixent, and both 
"more" and *1ess" .drinking wa^ reporteif bv an 
additional 9 percent of thq sample. 

The reasons given in the followup interview for 
these donking changes were variyd, but fiequentlv 
they reflected reaction.^ to life events that involved 
positive experiences and personal sati.^faction or 
negative experiences and unhappiness. However, 
one of the three most common reason.^ given for 
episodes of more, as well atj le.^.s, alcohol use 
since DARP invoked illicit drug use. 15 percent of 
the episodes of more drinking were remembered a^ 
being during a simultaneous drop in illicit drug u.^e, 
while 22 percent of the episodes of less drinking 
.werereporteu during times of increased illicit drug 
use. The type of illicit ding referred to was not 
specified. To verifv the.se himultaneoUh changes in 
alcohol and drug use and to examine the types of 
illicit drugs involved in the apparent alcohol-drug 
use substitution reported, these data were ana- 
lyzed in more detail. 



Drug Use Before an6 After a Change in 
Drinking Habits ^ 

The measures of opioid use, nonopioid u.se, and 
marijuana use were compared for the 2 months 
immediately before and for the 2' months after a 
reported change in alcohol use during the since- 
DARP period whenever drug use was given as the 
reason for the change. Separate compari.*;ons (using 
paired sample T tests) were made for epi.sodes 
involving more and less drinking, and the compari- 
.*;ons were restricted to only tho.se pe^-sonj^ with 
data in both of the 2 months before and after the 
drinking change occuired. When the drinking change 
was to wore alcohol, means for all three measures 
of iUicit drug use dcnrami from befoi^e to after 
the change, although only the difference for opioid 
use was statistically significant {T = 3.89, df = 24, 
p = !001). When the drinking change was to less 
alcohol, means for all three measures of illicit drug 
use iiicreaiied fvuiw before or after the change, but 
again onl> the difference for ojjioid u.^e wa^ ^statisti- 
cally significant (7 --2.35, ^// - 14,/>- .0;i).Thus,the 
data supported a relationshijj inv olv ing .substitutions 
between alcohol and illicit ding use in thi.s .subgroup 
of the DARP followup sample, but the a.ssociation 
with alcohol use primarih involved opioids. 

Although these re^ult.s .suggest thi^t alcohol and 
opioid drugs were u.se(l a^ .substitute^ for one 
another on occasion, the.se data involved only a 
small portion (less than 10 peivenl) of the total 
follow up sample. To examine the generalizabilit> of 
this relation.-^hip further, other epi^ode.s involving 
changes to moTe c;nd le.s.s drinking were also consid- 
ered. These episodes of drinking changes were 
reported to be for reasolt^ not as.sociated w ith the 
patterns of illicit drug Ut»e such a.s life btres.s and the 
influence of friend.s, but might neverthele.sb have 
involved a relatitnbhip between alcohol and drug 
use and were therefore examined. 

The .same tjpes of compari^on.s de,scribed pre- 
viously were made, they were ba^ed on mea>ures of 
drug use in the 2 months before and after changes 
to more and to less alcohol use, involving reasons 
reported which were not related to drug u.se. TheSe 
comparisons revealed low levels ofu.se (averaging 
les.s than weekl>) for each of the three, drug use 
measures before and after a change in alcohol 
consumption. The llifference.•^ were near zero and 
not significant. 

The overall results indicated, therefore, that 
alcohol and illicit drug use .po^t DARP were 
interrelated in some instances, but increa.se(l or 
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decreased drinking episodes generally were not 
accompanied by changes in levels of drug use. 

Alcohol Consumption During Periods of 
Drug Use and Treatment 

The previous analyses were based only on 
short segments of time when there were post- 
DARP changes in alcohol consumption. A» already 
noted, however, such changes in drinking levels 
involved about 40 percent of the following Sample. 
In order to use more of the information available 
relevant to alcohol and drug use, a reverse strategy 
was used in which average level of alcohol con- 
sumption since-DARP was analyzed in relation to 
changes in levels of drug useljhe analyses addressed 
the general issue of whether average daily alcohol 
use was different during months in which any illicit 
drug use was reported in comparison to months in. 
which 710 drug use was reported. 

Proce<luralIy, each of these analyses was conducted 
in- four steps. First, two conditions of. drug use 
were specified for making comparisons of frequency 
of use. Second, the foUowup sample was searched 
for all persons who reported both of the specified 
levels of drug use at some time in the since-DARP 
peri^ (that Is, within-subjects comparisons were 
made). Third, averages were computed for alcohol 
use based separately on the months in which each of 
the two levels of drug use were reported, adjusted 
for time at risk (that is, only months when the 
person was not confined in a jail, hospital, or 
therapeutic community were included in the com- 
putations). Finally, the measures of alcohol con- 
sumption during the different conditions of drug 
use were compared using paired ^ample T tests. 

Based on the subsamples with appropriate data, 
comparisons of alcohol consumption were^ made for 
intervals of any illicit drug use versus no jUicit drug 
use (n ^810), daily opioid use versus less-than-daily 
or no opioid use (« = 582), and any marijuana use 
versus nomarijuanause(n = 441). None of the results 
for these three tests was statistically significant, 
although the differences associated with marijuana 
use approached significance (7=1.76, d/=440, 
n = .079); alcohol consumption was slightly higher 
during periocls of marijuana use.^ The general rela- 
tionship between drug and alcohol use suggesteti by 



*A tiaiUr companion of alcohol mm dunnf month* of tny eraployraent ver»u» 
no employment wnw-DARP ln-W8) alw n*u\ttd m tututically iMignificnt 
difltrence*. ^ 
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these findings was therefore low. Additional analy- 
ses of clients' alcohol use during months in outpatient 
drug treatment compared to months while not in 
treatment (m=^594) also resulted in no significant 
differences. 

It is important to 'note that these ,comBarisons 
were based only on subsamples of individuals who 
used drugs or were in treatment at some time 
since-DARP; members of the saitiple.who never 
used drugs at the specified levels or who used 
continually at tfiose levels were excluded, as were 
persons who were either not in treatment at any 
time or continually in treatment. As a result of the 
exclusions, none of the preceding analyses were 
based on more than 57 percent of the total follo*,vup 
sample. The data suggest, nevertheless, that among 
these subsamples reporting some fluctuation in 
post-DARP drug use and in outpatient drug treat- 
ment status, alcohol consumption generally did not 
change significantly in relation to either of these 
factors. 



ALCOHOL CONSUMPTION BY 
PERSONS IN DRUG TREATMENT 
VERSUS NOT IN DRUG TREAT- 
MENT POST-DARP 



In a previous study based on' the present fol- 
io wup data, Simpson and I^oyd (1976) found that 
alcohol consumption was lower for persons in drug 
treatment than foi those uoi in treatment at- 
interview. Because of the emphasis on development 
of alcohol criterion measures in that study, this 
particular relationship was not analyzed in detail. 
The Relation of treatment status to alcohol use is 
important, however, especially in view of th^ re- 
sults presented above, which show that alcohol use 
by persons' spending post-DARP time "in and gut'' 
of drug treatment generally was not associated 
wMth treatment status. 

t'urther study of the relationship between alco- 
hol use and drug treatment was therefore pursued. 
First, all -persons in the followup sample were 
categorized according to whether or not they had 
any post-DARP trktment, and a comparison was 
then made of average daily use of 80-proof alcohol, 
adjusted for time at risk. (Akohol consumption in 
previous time periods is discussed later.) These 
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results revealed significant group differences (T- 
2.44,cf/== l,272,p - .015), indicatingthat persons who 
never reentered drug treatment after DARP re,- 
ported higher average daily use of alcohol than 
thnse who did (approximately 61 percent of the 
sample had post-DARP treatment). Comparable 
analyses conducted separately for each of the first 
three years of the since-DARP period showed* simi- 
lar results; the differences for the first year after 
DARP were just short of statistical significance 
Cp < .079), but those for both the second and 
third years were highly significant (p <. .01).^ These 
additional findings are generally consistent with 
those reported by Simpson and Lloyd (1976) for the 
at interview period. • 

The importance of these results is that in the 
analyses restricted only to persons who moved in 
and out of post-DARP drug use and treatment, 
alcohol use showed no ^gnificant relationship to 
treatment status or illicit drug use. On the other 
hand, when the total foUowup sample was exam- 
ined, entry into post-DARP outpatient drug treat- 
ment was significantly associated with a compara- 
tively loxvemi^ of alcohol use. The use of maryuana 
and of other nonopioid drugs was also found to be 
associated with post-DARP alcohol consumption; 
betw^n-subject comparisons of drinking rates by 
users versus nonusers of maryuana and of other 
nonopioids during each of the first 3 years since- 
DARP showed the nonusers drank significantly 
less alcohol (p < .01). No differences were found 
between opioid users versus nonusers in terms of 
alcohol consumption. Thus, post-DARP nonopioid 
drug users and persons with no post-DARP drug 
treatment tended to be heavier drinkers than their 
counteiTDarts. These relationships in the at-interview 
data are analyzed in more detail in the ne.xt section, 
taking jnto account demographic classification as 
well as previous drug use and DARP treatment 
experience. 



ALCOHOL AND DRUG USE AT 
FOLLOWUP INTERVIEW 



As'm Uie case of the since- DARP analyses, the 
\ 

'A4djtJon«} Aiulxset of thc«e daU for t*ch of th« firet 3 ytM po«t DARP tndt 
ctt»d Ch«t alcohol UM waaCht towttt for penotu continually in treatment through 
out tAe year, and hifhtat for thoM n*ver in trcatfn«nt and for thoas who reported 
tome time in aa welt aa tome ume out of treatment durinf the year 
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' alcohol and drug use data for the at-interview 
period took into account coufinement and treatment 
Status of the sample because of the obvious limita- 
tions on consumption imposed by full-time stays in 
residential and institutional settings. The final 
interviewed sample 0/ 1,409 was therefore divided 
into five groups ^ojjding to status at-interview: 

• /« alcohol treatment — 34 pehons (2 percent of 
the sample) who were in outpatient. alorfhol 
treatment at the time of the ipt^iew. 

• In outpatient methadone maintenance (MM) 
— 317 persons (23 percent of tKc sample) who 
were in outpatient methadone maintenance drug 
treatment at the time of the interview. 

• In outpatient drug free (DF) — 57 persons (4 
percent of the sample) who at the time of the 
interview were in outpatient drug treatment in 
which they did not receive any m^ntenance 
drug. * 

• Not in trMweyit — 772 persons (55 percent of 
the sample) who were not confined or receiving' 
an\ drug ur alcohol treatment at the time of the 
interview. 

• Confined — 229 persons (16 percent of the sam- 
ple) who .spent most of the 2 months piior to the 
interview in a hospital, jail, or therapeutic com- 
munity. 

Table 1 presents the distributions, of these five 
gi'oups by age, sex, ethnic groups, before-DARP 
drug use, DARP treatment type, days in DARP 
treatment, and rea^^on for DARP tem^yjation. Chi- 
scjuares for each varia^e are shown in the right 
hand column of the table; for every variable, there 
were statistically significant differences (p < .(Wl) 
betw een the groups defined by status at-interview. 

Several notable differences stand out bettreen 
these group.s. Compared to the distributions based 
all groups combined (total), the alcohol treat- 
ment gi'oup was older, included more blacks, and 
was more likely to have quit DARP treatment. 
Persons in iMM and DF were more likely than other 
groups to have been MM clients in DARP and to 
ha\ e used opioids daily before-DARP. With respect 
to the reason for DARP termination, a relatively 
high percentage of the not-in-treatment group com- 
pleted DARP treatment (20 percent) and a rela- 
tively high percentage of the confined group were 
terminated frum DARP ti-eatment because of being 
incarcerated in jail (11 percent). In addition, the 
confined group wa.*^ composed ahnost entirely of 
males and included a relatively high percentage of 
Mexican Americans. 
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Table Confinement and treatment status offollowup sample by age, sex, ethnic group, and DARP 
treatment and tenure 

Status at interview 



Characteristics 



Alcohc. 
treatment 



Outpatient drug 

treatment 
MM DF 



Not m 
treatment 



Confined* 



Total 



Under 23 

23-25 

26-30 

31-35 

36-40 

Over 40 

Total y 
Male 

Female * 
Total 

Black 

Puerto Rican 
Mexican American 
White 

Total 

Daily opioids only 

Daily opioids plus ' 

Less-than-daily opioids 

Nonopioids only 

Other 

Total 

Methadone maintenance (MM>p> 
Therapeutic community (TC) 
Outpatient detoxication (DT) 
Intake only (I0» 

Total 

a 

None 

days 
91-360 days 
361-720 days 
Over 720 days 

Total 

Quit 
Expelled 
Jailed 
Other 

Completed treatment 
Referred 

Total 

No. in group 
Percent of total 





Age 


at interview, in percent 






3 


4 


12 


8 


9 


8 


3 


16 


19 


21 


20 


19 


29 


28 


27 


31 


33 


30 


24 


23 


19 


15 


20 


18 


ID 


13 


12 


13 


9 


12 


26 


16 


11 


12 


9 


13 


100 


100 


100 


100 


100 


100 






Sex, in percent 






88 


82 


85 


84 


88 


97 


18 


15 


16 


12 


3 


12 


100 


100 


100 


100 


100 


100 




Ethnic group, in percent 






65 


42 


54 


47 


51 . 


47 


3 


5 


9 


4 


3 


4 


6 


7 


5 


5 


14 


7 


26 


46 


32 


44 


32 


42 


100 


100 


100 


100. . 


100 


^00 



29 
47 
12 
9 
'3 



100 

34 
2 



Before- DARP drug case, in percent 



40 
45 
8 
3 
4 



26 
55 
7 
7 
5 



35 
37 
16 
7 
5 



36 
43 
10 
4 
7 



Reason for DARP termmaUon, in percent 



79 
3, 

3 
*0 
6 

9 



62 
9 
5 
1 
10 
13 



60 
14 
5 
5 
4 
12 



58 
9 
3 
1 

20 
9 



62 
10 
11 
4 
7 
6 



100 

317 
23 



100 
Sample size 
57 
4 



100 

772 
55 



100 

229 
16 



36 
41 

12 
6 
5 



61 
9 
5 
2 

14 
9 



100 

1409 
100 



40.9^ 
(20) 



24.9^ 
(4) 



42.5^ 
(12) 



\ 

40.5^ 



(16) 



100 


100 


100 


100 


100 


' 100 






DARP treatment, m percent • 








59 


70 


74 


53 


53 


58 




32 


16 


17 


33 


32 


29 


'48.0^ 


6 


7 


7 


8 


7 


7 


(12) 


3 


7' 


2 


6 


8 


6 




100 


,> 100 


100 


100 


100 


100 






Days in DARP treatment, in percent 








3 


V 


2 


5 


8 


^ 6 ^ 




27 . 


^ ^IB.' 


17. 


25 


31 


24 


28.5^ 


38 


37 


51 


34 


35 


36 


(16) 


18 


23 


' 16 


23 


16 


< 21 




14 


15 


14 


13 


10 


13 




100 


100 


100 


100 


100 


100 





84.9^ 
(20) 



'Mwrt of (hw individual* w*r*> in a jail or prmon dunng most of the 2 monthi before interview 
VleMth«n 001 
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Table 2.— Frequency distributions and mean scores of alcohol and drug use, at interview, by treatment 
status at interview 







TreBtment status at interview 










Alcohol 


Outpatient drug treatment 


Not in 






Categoi^ies of use 


treatment 


MM 


DF 


treatment 


Tola) 








Average daily 80-proof liquor equivalent. 


in percent 






. 

No use 


OA 


22 


19 


lU 


14 




0.1-4.0 oz. 


9 


51 


44 


54 


51 


/5.0 


4.1 ~8 0 oz. 


12 


11 


25 


17 


16 


<9) 


Over 8.0 oz. 


GO 


16 


12 


19 


' 19 




Total 


lUU 


100 


100 


lUU 


lUU 




Mean score 




2 20 


2 30 












Alcohol use level, in percent 








Abstainer 




22 


19 - 


lU 


1 4 

14 




Ligm 


U 


27 


21 




JO 


O 1 .o 


Moderate 


15 


29 


37 


35 


33 


(9) 


Heavy 


. 56 


22 


23 


29 


25 




Total 


100 


100 


100 


100 


100 




' Mean .score 


2 97 


2.51 


2.63 


2.83 


2 74 








Opioid use,*in percent 








No use 


79 


64 


68 


82 


76 / 




Less than weekly 


12 


16 


12 


9 


11 / 


45.4* 


Weekly 


3 


9 


^ 9 


5 ^ 


6 / 


(9) 


Daily 


6 


11 


'll 


4 \ 


7 / 




Total 


lUU 


100 


100 


1 uu 


1 nn 

lUU 




Mean score 


1 oO 


1 68 


L61 


1 OZ 










Nonopioid use. m percent* 








No use 


oo 
oc 


71 


84 


oU 






Less than weekly 


3 


17 


' 7 


14 


1 A 

14 




Weekly 


15 


8 


5 


5 


6 


(9) 


Daily 


0 


4 


4 


1 


2 




Total 


100 


100 


100 


1 (\(\ 
1 uu 


1 (\(\ 
lUU 




Mean score 


1 32 


1.45 


, 128 


1 Zo 


1 OO 








Marijuana use. in percent 








No use 


62 


42 


32 


44 


43 




Less than weekly 


9 ' 


22 


21 


17 


18 


15.1' 


Weekly 


12 


20 


30 


23 3, 


23 


(9) 


Daily 


17 


16 


17 


16 


16 




Total 


100 


100 


100 


. 100 


100 




Mean score 


1 85 


2 10 


2 33 


2 12 


2 12 










Number m sample 










34 


317 


57 


772 


1.180 





'p'e^sthan OOt 
^Excludes maryuana 



Alcohol and Drug Use by Treatment Status 

Measures of alcohol anvl drug use at-interview 
are presented by treatment status groups in table 
2. The table shows percentage distributions of the 
four treatment status groups by levels of alcohol 
and drug use, ai> well a^j mean ijcores for each 
variable (based on the index ^core^ of 1 to 4 that 
precede each category in the table;. Because the> 
^ v#ere not considered at rii»k to u.»e alcohol and drugb 

ERIC 



aij were the other groupi>, the confined group was 
excluded from these distributions. Chi-squares based 
on the distributions of the alcohol and drug use 
measures for the four treatment gi oups are presented 
in the nght-hand column of table 2. 

Alcohol consumption ih presented in terms of 
indicei) of average daily 80-proof liquor equivalent 
and lev el of use in the fir.st tw o isectionij of the table; 
the reijulttj were similar for both mea^jures. The 
chi squares indicate that the group differences in 

1^4 
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alcohol use were significant'. The MM Drug Treat- 
ment group had the lowest use and the alcohol 
treatment group had the highest use. Although 
over half of the alcohol treatment groups was 
included in the heaviest category of alcohol use, 29 
percent were abstainer*. Thus, some individuals 
were apparently cpntrolling drinking while in alco- 

shol treatment, and^thers were not. 

— lUicit-drug-use is-report^d-in-lerms-otopioid \Jt&e^ 
nonopioid use, and marijuana use in the lower 
sections of table 2. The chi-squares indicate signifi- 
cant differences between treatment groups for opioid 
and nonopioid drugs, but not for marijuana. For 
both opioid and nonopioid drug use, the MM group 
had the highest use and the not-in-ti*eatment group 
had the lowest (the DF Drug Treatment group also 
reported low use of nonopioid dinigs).** 

Table 2 thus indicates that treatment status 
at-interview was ^learly associated with the use of 
alcohol as well as illicit drugs. Most of the persons 
in the alcohol treatment group were heavy drink- 
ers, but their use of other drugs was relatively low. 
As noted previously, this group tended to be older 

" than the others-and included a-higher percentage of 
blacks. It was also a small group (« = 34), however, 
and the typt and duration of their alcohol treatment 
were not recorded in the foUowup interview. The 
alcohol and drug use of the rather small group in 
DF drug treatment (n = 57) was generally similar to 
that of the MM Drug Treatment gi'oup. The two 
largest groups (MM Drug Treatment and not in 
treatment) showed some interesting differences, 
and both included samples which were large enough 
to be examined in gi-eater detail. 

Differences Between Not in Treatment and 
MM Drug Treatment Groups 

In analyses reported above, measures; of alcohol 
and drug use were considered separately Tor groups- 
defined by treatment status at interview. The 
present analysis examines the joint relationships 
among the three variables by a series of two-way 
analyses of variance (ANOVAs) in which alcohol 
consumption is the dependent variable, and treat- 
ment status and illicit dinig use are the independent 
•variables. Four ANOVAs were computed using 
average daily 80-proof alcohol use as the alcohol 



*One-way analy»*» of variance on mean «core«^or alcohol and drug u*e by the 
four trtatmenl group* were alao completed, the reaulu were the **me a« for the 
^^.•/«i>tnM and therefore are not reported 
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Table Z.—Suf^imary tablep for analysis of variance 
on average daily use of BO-proof alcohol 
at interview 



Source 


Degrees of 
freedom 


' Mean 
squares 


F 
ratio 


Opioid use: 








Treatment* 


1 


17.78 


20.94^ 


Opioid use^ 


3 


1.62 


1.91 


Interaction 


3 


0:96. 


1 14 


Within cell (errors 


1,081 


- 




Nonopioid use: 








Treatment* 


1 


17.94 


21.56'*^ 


Nonopioid use^ 


2 


10.43 


12.53^ 


Interaction ' 


2 


1.58 


1.89 . 


Within cell (error) 


1,083 


0 83 




Mar^uana use: 








Treatment* 


1 


15.38 


18.95'^ 


Mar^uana^ 


3 


14.57 


17.96^ 


Interaction 


3 


1.39 


1.71 


Within cell (error) 


1,081 


0.81 




Combined drug use: 








Treatment* 


1 


19.20 


23.37^ 


Combined drug use^ '* 


5 


8.62 


10.49^ 


Interaction 


5 


1.04 


1.27 


Within cell (error) 


1,077 


0.82 





^Treatment i» a dichotomoun variable distrnguishing between not in treatment 
and in n^ethadone maintenance 

'Drug use/refers to frequency of uw and is scaled as follows No uw = 1 lew 
thanw^«li4^- 2. weekly - 3. daily - 4 

^Combined drug use consisU of the following categories no u«? maryuana only 
ojher nonopioids only. Ie»8 than daily opioidx twith or without other drug5' and 
daily opioids (with or without other drugsi 

Note These analyses were based on the Claiwic Experimental Approach «olution 
available in the Statistuxit Package for the Social Sarnce* tNie et al 1975i 



measure.*'* These are summarized in table 3. In each 
ANOVA, the first factor was Treatment (nt>t in 
treatment versus MM drug treatment) and the 
second factor included opioid use, nonopioid use, 
marijuana use, and combined drug use, respective- 
ly. 

Table 3 shows that the main effects for treatment 
were highly significant, reflecting higher alcohol 
use by persons in the not-in-treatment group, as 
observed previously. The associations between fre- 
quency of drug use and alcohol consumption 
represented by the main effects for the second 
factor^^also interesting. The ANOVA including 
opioid use (first section of the table) reveals that 
freqijency of use for opioid drugs was not significantly 
related to alcohol consumption. For nonopioid use, 
the main effects were statistically significant; ex- 
amination of the group means showed that infre- 
quent (less than weekly) nonopioid users were the 



*Level of use wa« subjected to the same analyaea, but the resulU were exactly the 
same aa for 80-proof alcohol «nd are therefore not reported 
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heaviest drinkers, compared to the nonusers as 
well as the most frequent users (weekly or daily).^ 
Significant main effects were also found for mari- 
juana use, to the effect that drinking amounts 
increased with more frequent use of marijuana. 
None of the three ANOVAs for the drug use 
measures, however, revealed significant interac- 
tions between treatment status and drug use fre- 
quency. That is, alcohol consumption at-interview 
,was not differentially related to drug use as a 
function of whether or not the person was in drug 
treatment. 

The fourth ANOVA in table 3 includes a variable 
referred to as "combined drug use" (see Savage and 
Simpson 1976). It is defined on the basis of combi- 
. nations of opioid, nonopioid, and marijuana use 
at-interview and includes no use, marijuana o»ly, 
other nonopioids only, less-than-daily opioids (with 
or witnout other drugs), and daily opioids (with oi 
without other drugs). The analysis for this variable 
resulted in significant main effects, but as in the 
other ANOVAs the interaction was not statistically 
significant. Comparison of the group means indi- 
cated that the mariju::na only and other nonopioids 
only categories included the heaviest drinkers.^ 

The ancUyses confirmed the differences noted in 
alcohol use according to drug treatment status 
at-interview, but they also identified marijuana and 
other nonopioid drug u.se at-interview as the drug 
use patterns that were significantly associated With 
(Iririking. Howe\er, since there are obviously many 
^ractorb not included in fhe^analyses, ^nch as age, 
drug use history, type of^AP.P treatment, etc. 
that could ha\e an influence un the interpretations 
of these findings, another linear model analysis was 
canned out qs described below. In this further 
analysis, statistical control was provided for some 
of these uther facturs befure addressing the rela- 
tionships uf tirug use and treatment with drinking 
at-interview. 



REGRESSION ANALYSIS USING 
BACKGROUND VARIABLES 



A large number of background and follow up 
variables were available for analysis, but in selecting 



^In oontrMt to the analyses of opioid uu and mar^uana uu, the analysts for non* 
opioid u*e required that the two hij^hest frequency •of -use categories (weekly and 
dail/^ be combined into one becau^ of the low prevalence of each 

^The lame set of analyse* conducted separately for beer, wine, and hard liquor 
generally revealed the aame re«ult» 



the variable to be included, careful account w; 
taken of the specific ways in which the strati: 
sampling design of the followup study (Simpson and 
Joe 1977) affected certain classification variables. 
For example, sex and ethnic groups were not 
fully represented in all DARP treatments included 
in the followup study. Further, soihe variables, 
such as the during- DARP criterion measures, w^ere 
not appropriate for certain subsamples, such as the 
DARP TC and 10 treatment groups. These consid- 
erations made it clear that a single comprehensive 
analyjsis, including all possible V^^'ictor variables, 
w^ould be inappropriate and that the procedure 
indicated was to employ a series of more focused 
analyses. These analyses involved a modified hier- 
archical procedure for multiple regi-ession (Nie et 
al. 1975) and w^ere based on alcohpiuse at-interview 
(as the criterion variable) by persons in the not^in- 
treatment and MM drug treatment groups com- 
bined. The predictor variables included subsets of 
demographic, before-DARP, during-DARP, since- 
DARP, and at-intervicvv measures, which were 
examined in an ordered sequence. 

The results of the first set uf analyses are presented 
in table 4. These are based un the sample of 821 
black and white males from all four of tlje DARP 
treatment groups included in the fulluwup sam^e 
(MM, TC, DT, and 10). The table shows the 
zero-urder currelatiuUh between predktur and cri- 
teriun variables and also the multiple currelations 
w ith the criterion of significant predictur \ ariables 
{p .05) that were identified and incorporated in the 
linear prediction equation. The results fur the two^ 
alcuhul Cunsumptiun measures were Ner\ similar; 
the multiple Currelation was .35 fur the measure 
based on 80-proof alcuhol and .31 for le\el of use. 
The importance of these findings is that the rela- 
tiunships nuteil previuusly uf drug Ui>eii marijuana 
and other nunopiuidfej and treatment^\ith dri nking 
at-interview were statistically significalit even after 
removing the effects of the other factors included in 
the table. Except for before-DARP alcohol use and 
since-DARP alcohol problems, almost all of the 
other variables considered were not significantly 
related to alcohol use at-interview.*^ 

The results of the second .set of analyses are pre- 
sented in table 5, based on 435 black, Mexican- 
American, white, and Puertu Rican males in the 
DARP MM treatment gi'uup. Thi.s treatment .sample 



*A flimJar analysts bayed un alcohut problems in the at interview period wasatso 
u^ndutted. but the highly skewed dittributtun uf this measure .unl> 8 percent of the 
sample reported one or more problema) limtted the uw of these results \ 
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allowed the inclusion of du^ng-DARP alcohol and 
drug use measures, as predictor variables. As the 
table shows, however, alcohol^ use was the only 
significant during-D ARP predictor identified. Other 
thanathe indication of heavier drinking among Mexican 
Americans, the results were generally comparable 
to those observed in table 4. That is, the measures 
of alcohol use and problems for time periods before 
the followup interview were the principal variables 
Associated with drinking at-interview. After taking 
these variables into account, the relationships of' 
-^status in-drug-treatment-and_marijuana- use_(but 
not other nonopioid use) with 'drinking at-interview 
were still significant. The /multiple correlations of 
all predictors with the criterion measures were .42 
for 80-proof alcohol and .40 for level of use. 

A third set of analyses was performed involving 
these same variables based on black and white 
males and females in DARP MM. Males were found 
to be heavier drinkers than females, but the results 
in general were unchanged from those in table 5 
•and therefore are not presented. 



Alcohol Consumption in Pravious Time 
Periods' , ; <^ 

The preceding analyses have indicated that drink- 
ing tended to be heavier at-interview in the not-in- 
treatment group than in the MM drug treatment 
group, even after various background factors were 
taken into account. Drinking habits in previous 
time periods were found to be associated with 
drl king at-interview, but the results stopped short 
-ofansweringahother important questioii— namely, 
whether alcohol use by these same two groups of 
individuals also differed in any previous time peri- 
ods. Comparisons of 80-proof alcohol measures for 
these persons during the before-DARP, during- 
DARP, and since-DARP periods revealed no signif- 
- icant differences. Thus, variations in amouijt of 
drinking at-interview between these groups appeared 
to be directly related to current drug treatment 
status, since the differences observed did not exist 
in earlier periods. 



Table 4.— Summary of hierarchic^al regression analyses of alcohol use at interview for all DARP 
treatment groups^ - ' * 



*^ Predictor 
variables 



Average dail^__^j?^ 
80-proof liquor equivalent 



-.04. 
.01 

-.04 
.07 
.07 
.18 
.04 

-.06 
.05 
.03 

-.06 

-.01 
.20 

-.13 
.05 
.13 
.20 



.07 
.18 



.26 

.28 

.31 
.35 
.35 



12 
821 



Demographic: 

Age at interview 

Black 
Befoi^ DARP: 

Opioid u&e 
' Nonopioid use 

Maryuana use 

Alcohol use 
c Alcohol problems 
'Treatment modality during DARP. 

Methad one maintena nce (MM) 

Therapeutic community (TC) 

Outpatient detx)xirication (DT) 
Timeiin treatment 
Since DARP: 

Any drug treatment 

Alcohol problems 
At interview: 
Indrugtreatment (MM) 

Opioid use 

Nqnopioid use 

Marijuana use 
Multiple correlation (r) * 
Predicted variance (r^), in percent 

Number of persons 

^Thew »naly*« are bas^ on black and white maleh oni>,«ince other ethnic RTOup* and female* were not represented tn all DARP 
inUrview Un ja«l. hoepital. or therapeutic communityl were also excluded bwaus^of their limited accew to alcohol 
^roK>rder correlation between predictor and criterion varubie*. 

»CiimuUtive multiple correUtion eoefndents awocuted with 8»icmnc»r.t predictor variables (p *^ .05). 
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^ Level of 




alcohol use 




r^ 


R^ 


-.06 




-.01 




-.05 
.03 




.06 




.14 


.14 


.02 




-.05 




.04 




.03 




-.02 




-.04 




.17 


.22 


-.16 


.27 


.00 




.08 


.28 


.17 


.31 




.31 




9 



821 



treatment f^ups, persons confined M- 
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Table S.—Summary of hierarchical regression analyses of alcohol use at interview for DARP MM treatment 



groups^ 



Average daily alcohol Level of 

BO-proof liquor equivalent alcohol use 



Predictor 

variables r^ R'^ ^ 

— ^ \ ■ 

• Demographic: 



• y Age at interview 


-.04 


— 


/I Ethnic Group 






ij Black 


-.03 




Mexicaji-American 


.13 


.13 


White 


-.08 


— 


Before DARP: 






Opioid use 


.04 


— 


Nonopioid use 


- -.01 


— 


Marijuana use 


.11 


.18 


Alcohol use 


.24 


' .29 


Alcohol problems 


.05 


— 


During DARP: 






Time in treatment 


-.01 - 




Opioid use 


-.06 




Nonopioid use 


-.03 




Marijuana use 


.00 




Alco'iol use 


.28 


.35 


Alcohol problems 


.12 




Since DARP: 






Any drug treatment v 


-.07 




Alcohol problem 


.19 


.38 


At interview: 






In drug treatment (MM) 


-.16 


.40 

* 


Opioid use 


-.01 




Nonopioid use 


.01 




Marijuana use 


.18 


.42 



.07 




\ 


.08 







.If 
.07 


< 


.17 


.07 


I 




.04 




.05 




I 


.18 




.26 


.08 







.01 







.06 






.08 






.02 






.24 




.32 


.15 






.09 






.16 




.34 


.18 




.38. 


.07 






.02 






.14 




.40 






.40 






16% 



Multiple correlation (R> -^2 
Predicted variance (R'^) ' ^^C? 
Number of persons * 435 

'The5^ antitywn are baeed on biack. Mexican Amencan. white, and Puerto Ritan mates it\ DARI' MM treatment, but persons lonfined at inters lesC in jatl hospital, or 
therapeutic community> were excluded because of their hmtted acces* to alcohol 
*Zert>-order correUtion between predictor and criterion varuble* 

VinnuUtive multiple correUtion coefficients waocUted uith significant predictor vanabien (/> <^ W) 



CONCLUSION 



* t 

The present study was based on followup data on 
1,409 p^^rsons interviewed 4 to 6 years after admis- 
sion to drug treatments in the Drug Abuse Reporting 
Program (DARP). The admissions to DARP oc- 
curred in 1969-71, and for most persons the fol- 
lowup data included 3 or more years after tenriina- 
. tion of DARP treatment. The study focused on 
variations in alcohol consumption associated with 
drug use and treatment status for a sample of 
clients after they left DARP. The major findings 
were that (1) substitution of use occurred in some 
instances between alcohol and opioid drugs for a 
small segment of the' sample; (2)' persons \vlio 
Q returned to drug treatment after DA^P generally 

ERIC ' 



tended to use less alcohol than persons who did nol; 
and (3) the use of alcohol tended to accompany thb 
use of nonopioid drugs (particularly_marijuana),J)H 
not opioid drugs. 

The evidence suggesting ^ substitution of use 
involving alcohol and opioid drugs was limited to a 
small portion of the total sample (less than 10 
percent) and therefore was restriqted in its gen- 
eralizability. The relationship between alcohol use 
and return to drug treatment after DARP was a 
more general, but also more complex, finding in the 
present data. Persons with post-DARP drug treat- 
ment (61 percent of Ihe sample) presumably returned 
to treatment because they continued to have drug 
problems; this is consistent with the finding that 
drug use at the time of the followup interview, 
especially opioid use, was higher for persons in 
vtreatment than for those not in treatment. (See 
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Savage and Simpson 11)77, for further analysis of 
the relationship between drug use and treatment.) 
Drinking was more prevalent among persons Who 
had no post-DARP treatment than among those 
who did, but the differences in drinking between 
these groups were not gi-eat; the differences' in 
average consumption rates reflect the fact that the 
group which did not return .to treatment had a 
somewhat higher propoilion of moderate as well as 
heavy drinkers. In summary, persons who did not 
return to treatment aRer DARP temination had 
lower opioid drug use, Bul"slighTly highei-alcohol 
consumption, than those who did reenter treat- 
ment. The use of marijuana and other nonopioid 
drugs also tended to be associated with higher 
drinking rates. 

Although the findings of this study.showed that 
nonopioid (particulariy marijuana) users and per- 
sons with no drug- treatments after DARP tended 
to be heavier drinkers than their counterparts, it is 
interesting to note that there was a general lack of 
"within subject" drinking variations associated with 
these factors. That is, individuals in the followup 
study who experienced one or more treatment 
, episo<les after DARP and whose levels of drug use 
7 l^uSuated~o^^FtH^ reported no significant 
drinking differences related to these treatment 
reentries or fluctuations in drug use (especially 
opioid and nonopioid drugs). 



Several investigalors have found evidence that 
some opioid addicts had histories of excessive drink- 
ing before beginning their careers in narcotics use. 
A chronic need or (lesire for the psychological 
effects of dimes by-some individuals, whether from 
alcohol or other drugs, may explain in part the 
i-esults of the present study. As suggested previously 
by Jackson and Richman (1973) and Simpson (1976), 
alcohol can be considered as one of a number of 
agents involved' in multiple drug abuse. Indeed, 
alcohol usQ- was higher among persons, who used 
nonopioid drygs, particularly-marijuanar-in- the 
'present study. However, it is important to empha- 
' size that the majority of the DARP followup sam- 
ple, including persons 'who were treated for drug 
use after DARP as well as those who were not, 
cannot be regarded as heavy or excessive alcohol 
users. 

Although excessive drinking may eventually be- 
come a problem for somfe persons following a drug 
use career and treatment, the present data suggest 
that its 'probability is not as great as sometimes 
expected. Furthermore, it should be noted that 
driuking and' illicit drug use do not occur indepen- 
- defttly of other-life event^This-broader-cont^xt^ 
involving substance abuse in conjunction with other 
behavioral indices is addressed in research now in 
progress based on the DARP followup data. 
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INTRODUCTION 



There has been substantial interest in the se- 
quential, concurrent, and interchangeable patterns 
of alcohol and opiate abuse since the latter half of 
the 19th century. Epidemiological and clinical ref- 
erences to these phenomena can be found in the 
professional literature of the 1880s (Goldstein 1973, 
O'Donnell 1963). In spite of a professional concern 
which has spanned a liundred years, our de/n6n- 
strable knowledge is still limited to rudimentary 
prevalence statements. The prevailing attitude in 
this country— that alcohol abusers >vare substan- 
tially different from all other types of substance 
abusers— prevented-inquiry focused upon perva. 
sive substance-abusing behavior which includes the 
intake of both opiates and alcohol. 'However, recent 
epidemiological assessments indicating a high 
prevale..w-e of such combined opiate knd alcohol 

■ abuse, coupled with clinics-determinations of spe- 
cial medical hazards, have pointed to the need for 
knowledge in this area. 

This chapter has been written to provide the 
reader with descriptive findings regarding those 

V persons who have abused or continue to abuse both 
'alcohol and the opiates. A review- of the literature 
established a knowledge base from which to pro: 
ceed. The more relevant components of this knowl- 



edge base, for inunediate purposes, were as fol- 
lows. 

* Prevalence estimate^ of combined alcohol and 
n5piate~'aba5ennchrded-Teferences;to-alcohol~abuse 
(1) before opiate addiction; (2) during opiate addic- 
tion; (3) during treatment for opiate addiction; and 
(4) after treatment. Conclusions, as indicated in 
table 1, are as follows: 

1. Among persons who .have histories of com- 
bine(| alcohol/opiate abuse, the abuse of alco- 
hol most frequently precedes the abuse of the 
opiates. Studies in the literature indicate that 
13 to 68 percent of all opiate addicts being 
treated for their drug habit have histories of 
alcohol abuse which predate their opiate ad- 
diction. 

2. The, concurrent abuse of both alccjjiol and 
opiates appears to involve from 4 to 39 percent 
of all opiate addicts.' 

3. The substitutive abuse of alcohol during 
treatment for opiate addiction appears to 
involve from 8 to 27 percent of all opiate- 
addicted patients. 

4. The substitutive abuse of alcohol after treat- 
ment for opiate addiction appears to Involve 
from 5 to 27 percent of all addict-patients who 
have terminated treatment: 

Unfortunately, the general understanding of what 
these prevalence numbers really mean is severely 
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Table 1 .—Prevalence estimates of combined alcohol/opiate abuse, in percent 



Reference 



Be/ore ' 
addiction 



Alcohol abuse 
during 
addiction 



During 
treatment 



AOer 
treatment 



Babst(1971) 

Chambers et al. (1970) 

Chambers and inciardi (1974) 

Cohen (1976) 

Gearing (1970) 

Goldstein (1973) 
_Jackson_andJUchman_afl73)L_ 
„KoJbJ1962)._ 

kreek(1973) 

Ling etal. (1973) 

Maddux and Elliott (1975) 

O'Donnell (1963) 

O'Donnell (19(54) 

0*DonneII (1969) 

Ric^man et al. (1973) 

Rosen et al. (1975) 

Sample (1977) 

Scottetal. (1973^ 

Taintor and D'Amanda (1973) 

Vaillant (1966) • 



13 

50 

i7r34 

39 
20 



57 
68 



33 

8-17 
27-39 
20 



6 
10 
22 
7 
5 
16 



12 



17 

' 27 



27 



27 



27 
17 
5 



23 



limited as a result of inconsistencies in defining 
-terms, variations in design methodologieSr-and~ 
disparities in study populations. Highly significant 
is the fact that such assessments have often been 
conducted and/or reported incidentally to the major 
foQus of a 'Study. 

In spite of the obvious limitations to the prevjdence 
estimates in the literature, the various "costs" of 
combined alcohol and opiate abuse are significant: 

• Green and Jaffe (1977) have re vie we(' the medi- 
cal literature discussing persons with dual ad- 
dictions as opposed to those with one, and have 
found higher mortality rates and increased mor- 
bidity, including evidence of more serious liver 
disease and intensification of electrocardiogram 
abnormalities. In additii^n, these reviewers sum- 
marized tho numerous reports indicating that 
alcohol consumption frequently plays a role in 
the death of active narcotic addicts. For exam- 
ple, alcoholism has been cited as a contributing 
factor in 7 to 64 percent of addict deaths, 
including deaths resulting from "overdose" (also 
see S. Cohen, this volume). 
/ • Mezritz et al. (1974) found alcohol consumption 
clearly presented a greater threat to successful 
detoxification than did the continued use of 
opiates. Alcohol consumptionshowedathreefoid 
increase during detoxification; thost Vho con- 
O „ tinued heavy involvement after treatment 



tended to'have started having alcohol problems 
^uring-^treatrnent, ^ — 

• Chambers and Inciardi (1974), studying a major 
therapeutic community program,'found that al- 
cohol was more associated with posttreatment 
problems than was heroin. 

• Babst et al. (1971)', studying methadone main- 
tenance programs, found that drinking during 
treatment was a significant predictor of client 
retention in programs. For example, those who 
drank terminated treatment prematurely. 

Recognizing the impact* that alcohol consumption 
has on client health and treatment, this chapter 
attempts to correct some of the info^ation deficits 
concerning prevalence estimates and to increase 
knowledge in areas previously unexplored. The. 
reader will be presented with general descriptions 
of those persons who abuse both alcohol and opiates 
on a regular basis. Of particular interest to this 
chapter ar^ data relative to general patients of 
combined alcohol^opiatr use, the sequences of such 
use, and the general lifestyles associated with 
alcohol/opiate users. It was decided that data bases 
most responsive to these demands would be (1) a 
diverse and nationally representative sample of 
substance abusers immediately prior to the treat- 
ment experience (NDACP); (2) a smaller, regional 
sample capable of yielding detailed data on clients 
in treatment (South Florida residential clients in 
treatment); and (3) interviews with an at-large, 



CHARACTERISTICS OF ABUSERS 



133 



"street" population regularly abusing opiates and 
alcohol (a randomly selected cohort of active users 
tn five selected Florida cities). Virtually all of the 
opiate abusers in the three study populations were 
primarily users of heroin, or heroin addicts who on 
occasion would also use other opiates. 



NATlONArDRUG/ALCOHpL 
COLLABORAtiVE PROJECT 



npmic level of community, type of community 
(urban versus rural), and presence of siblings. 
Assuming — along with most social*analysts— 
that such criteria may be predictors of preadult 
stability, the author hypothesized that lower 
status of parental occupation, upbringing in a 
poorer community and an urban environment, 
and fewer brothers and sisters would charac- 
terize regular opiate/alcohol users. (Green and 
Jaffe (i977) have found such trends for father's 
"occupation am^^ inconie leviel.) 



Methodology 
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Clients Interviewed at -Intake 



As mentioned previously, the NDACP (the Na- 
tional Drug/ Alcohol Collaborative Project, descnbed 
in the introduction to this volume) was chosen for 
analysis as a nationally representative sampb of 
multiple substance users cun-ently ill treatment. 
As a large-scale data collection effort (n = 1,544) it 
provided in forma tion on demographics, emotional 
'stablRty, and living situation,' as well as other 
individual characteristics, by questioning clients 
during a pretreatment interview. Analysis of NDACP 
for the first part of this chapter concentrated on 
these three variables as a result of the foUowmg 
hypotheses: 

L Demographics. It uas felt that demographic 
characteristics— particularly age, sex, race, 
and education— would effectively discriminate 
between those who regularly abuse both alco- 
• hoi and opiates and those who do not. Specifi- 
cally, it was supposed that the former group 
would be older, have a greater proportion of 
males, have a greater proportion of blacks, 
and tend to be less educated. (These tenden- 
cies have been supported by previoi^ research 
in the fields; see Green and Jaffe 1977 and 
0^Dbnnelll969.) 

Emotional stability. Greater emotional 
instability— as evidenced by records of 
suicide attempts and prior treatment 
experiences— was predicted on a subjec- 
tive basis to be more typical* of regular 
opiate/alcohol Xisers. 

Preadolescent living situatio7i. Although sev- 
eral living situation variables were available, 
the author concentrated on those which best 
described the subject^s childhood upbringing: 
father's occupation, mother's occupation, eco- 



2. 



Within the total NDACP population of 1,544, 625 
(40.5 percent) reported the prior use of both alcohol 
and opiates. Virtually all of these combined substance 
users preferred hercm as the opiate of choice (99.4 
percent). For purposes of this chapter, it was 
decided to divide the combined user group into two 
subpopulations for^comparison. Classifications and 
their distributions are as follows: 

_ _jt^Pfirson&.VLho.used heri)iu and alcohol on an ir- 
regular basis— 352 (56.3 percent) 
• Persons who regularly used both heroin and 
alcohol (i.e., nearly every day for at least a 
month)— 273 (43,7 percent) 

It is of interest here to note that progression 
beyond the irregular use of both heroin and alcohol 
was quite high. Progression of tliose who had ever 
used alcohol to the regular use of it was almost two 
out of three (62.9 percent). Progression among 
heroin users was slightly higher (70.9 percent). 



Demographic Characteristics 
Age 

Age was established for each respondent at the 
time of admission for treatment (see table 2). As 
predicted, the comparative analysis showed that 
the regular users of both heroin and alcohol were 
significantly older than those who used both but not 
on a regular basis. ^ 

Sex 

As is commonly seen in other treatment pro- 
gram admissions, men predominate in both sub- 



'A chi iquart comp«nien tt*t of tho«e 25 ».nd under with tho» over 25 r«ve»I«d 
the ufnincance of th»» differenced* - 27 69. p - < 00 W 
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Table 2.— Opiate and alcohol use by age, NDACP sample 





Regular use of both 


Irregular use of both 




Total users 


Age group 


n 


Percent 


n 


Percent 


n 


Percent 


Less than 16 


0 




6 


1.7 


6 


1.0 


16-18 


1 


0.4 


26 


7.4 


27 ' 




19-21 


19 


' 7.0 


43 


12.2 


62 


9.9 


22-25 


62 


22.7 


100 


28.4 


162 


23.9 


Over 25 


181 


66.3 


167 


47.4 


348 


55.7 


No data 


10 


3.6 


10 


2.8 


on • 


3.2 


' Total 


273 


100.0 


352 


99.9* 


bZo 


100.0 


^PercentaCM do not tctutlly toUl 100 becsuM of rounding 










Table 3.— Opiate and alcohol use by sex, NDACP sample 






> 




kegular use of both 


Irregular use of both 




Total users 


Sex group 


n 


Percent 


n 


Percent 


n 


Percent 


Men 


226 


82.8 


284 


80.7 


510 


81.6 


Women 


44 


' 16.1 


67 


* 19.0 


111 


17.8 


No data 


3 


1.1 


1 


0.3 


4 


G.6 


ToUl 


273 


100.0 


352 


100.0 


625 • 


100.0 



populations (table 3). Quite unexpectedly, howev- 
er, sex was not seen as a variable distinguishing 
between levels of abuse. 

Race 

Race was found to be a statistically significant 
variable distinguishing those who were regular 
heroin/alcohol abusers from those who did not use 
heroin and alcohol on a regular basis (table 4), 
Black involveipent in the regular use of both heroia' 
alcohol is significantly greater than among non- 
blacks.^ 

Education 

Education was not found to be a variable which 
would distinguish between those who regularly 
abused -heroin/alcohol and those who did not, al- 
though slightly more irregular users did graduate 
from high school. (See table 5.) 



Emotional Stability Measures 
Suicide Attempts 

Suicide attempts wer^ nrevalent in both groups 
of heroin/alcohol abusei;s,"as shown in table 6, but 



'a chi^uare eomptnton t««t revealed the signiflcAnce of thii difTerence ix' ' 
6613.P - < 001) 



such behavior was not found to distinguish between 
those who used both substances regularly and those 
who did not. 

Prior Treatments for Emotional Problems 

Prior treatments for emotional problems \ere 
also quite common in both groups of heroin/alcohol 
abusers (see Uible 7), While it was expected that 
this variable would be more typical of those who 
abused both substances regularly, the direction of 
this occurrence was unexpected. Prior treatments 
for emotional problems were significantly greater 
among those who used neither substance regularly 
than those who did.^ 



Preadoiescent Living Situation 

As indicated previously, the NDACP data base 
contains several variables which individually and 
collectively provide an insight into preadoiescent 
periods for the two study cohorts, i.e., the regular 
and irregular users of opiates and alcohol. These 
variables, based on the respondents' lives through 
age 12, include parental occupation, economic level 
of community, urban versus rural environment, 
and presence of siblings. A omparative analysis 

chi-equAre companion te*t revelled the iignificince ofVhii difTerence «i* • 
4 60. p - < 05) / ^ 
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TABLE 4.-^p/a(e and alcohol use by race. NDACP sample 



Regular use of both 



Irregular use of both 
Percent 
221 " 62.8 

119 33.8 
9 2.6 
3 0.9 



'Peitenujcw «io not .ctu.Uy loUl 100 b«:.u** of roumling 



135 



ToUl uwrs 





TABLE 6.-Opiate and alcohol use by incidence of suicide attem pts, NDACP sample 

Regular use of both Irregular useofbolh_ 



""otal users 



Suicide 
attempts 



Percent 



Yes 
No 

No data 
ToUi 



44 
229 

273 



16 1 
83.9 

100 0 



n 


Percent 


n 


Percent 


.67 
278 
7 


19.0 
79.0 
2.0 


111 

507 
7 


17.8 
81.1 
1.1 


352 


100.0 


A 625 


100 0 



TABLE 7 -opiate and alcohol use by incidence of prior tre atmentfo^ emotional problems. NDAC Psam^ 

Irregular use of both Total users 



Regular use of both 



r 
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Table 8.- -Op/ate and alcohol use by parental 
access, NDACP sample 



Regular use 
of both 



Irregular use 
of both 



Total 
users 



Parental 
access 


n 


Percent 


ft 


P^nl 


ft 


Percent 


Both parents 


136 


49.8 


226 


64.2 


362 


58. a 


Mother only 


88 


32.2 ' 


78 


22.2 


166 


^6.6 


Father only 


6 


2.2 


8 


2.3 


14 


2.2 


Other relatives 


31 


11.4 


26 


7.4 


57 


9.1 


Stepparents 


2 


0.7 


4 


1.1 


6 


0.9 


Otheb 


5 


1.9 


2 


06 


7 




No data 


5 


'L8 


8 


2.3 


13 




Total 


273 


lOO.O 


352 


idb.i* 


625 


100.0 


'PerrtnURW do not ActukUy toul 100 bfC«UM- of roundinff 



Table 9^— Opiate and alcohol use by presence of 
siblings, in percent, NDACP sample 

Use of both heroin/alcohc! 



Siblings 



Regular use 
(/i = 273) 



Irregular use 
(/i«352> 



Yes— brothers 
Yes— sisters 
Ye&— either or both 



71.1 
57.9 
94.1 



73.3 
63.6 
96.6 



Table 10.— Opiate and alcohol use by economic 
level of community, NDACP sample 

Regular use Irregular use Total 



Economic 


of both 


of both 




users 


level of 














community 


ft 


Percent 


ft 


Percent 


ft 


Percent 


Low income 


167 


61.1 


139 


39.5 


306 


49.0 


Mid income 


99 


36.3 


193 


54.8 


292 


46.7 


High income 


6 


2.2' 


15 


4.3 


21 


3.3 


No data 


1 


0.4 


5 


1.4 


6 


1.0 


Total 


273 


100.0 


352 


100.0 


625 


100.0 



Table 1 1 .—Opiate and alcohol use by type of 
community (rural/urban), NDACP 
samf^le 



Regular use Irregular use 



Total 
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Type.f 
community 


of both 


of both 




Msers 


n 


Percent 


n 


Percent 


n 


Percent 


Urban 


178 


65.2 


203 


57.7 


381 


61.0 


Suburban 


39 


14.3 


73 


20.7 


112 


18.0 


Small town 


43 


157 


51 


14.5 


94 


15.0 


Rural 


13 


4-8 


21 


6.0 


34 


5.4 


No data 






4 


1.1 


4 


0.6 


Total 


273 


100.0 


'352 


100.0 


625 


lOO.'O 



was also made with regard to parenting access 
(luring these formative yeai-s (table 8), indicating 
that "broken homers" were prevalent throughout 
the study groim. Tho.se heroin/alcohol abusers who 
used both subiitances iiregularly often spent their 
preadolescent years in :amilies where both natural 
parents were present."* Regular users were more fre- 
quently raised by their mother alone than those 
who did not progi*ess to regular use/* 

Siblings 

Almost all of the study population, regardless of 
frequency of con.sumption, had been reared in set- 
tings where brothers and sLsters were present 
(table 9), Differences were not statistically signifi- 
cant. ' ^ 

Economic Level of Community 

Without question, the nine National Drug/Alcohol 
Collaborative Project progi-ams serviced popula- 
tions in which low-income families were overrepre- 
sented (see table 10). Based on self-reports 'of 
neighborhood descriptions, one of every two pa- 
tients lived in low income neighborhoods during the 
formative preadolescent years. Type of neighbor- 
hood was found to distinguish between those 
heroin/alcohol abusers who use both substances 
regularly and those who do not. Persons who abuse 
.both regularly more often were reared in low 
income neighborhoods.*' 

Type of Community (RuralfUrban) 

The National Drug/Alcohol Collaborative Project 
programs are pi-imarily located in or adjacent to 
large metroiX)litan settings. Con.sequently, the popu- 
lations serviced in the.se programs reflect the lo- 
cale, with most clients being from urban or suburban 
settings, as shown in table J I. Controlling for this 
factor, it was evident that a higher percentage of 
regular users came from urban areas than did 
irregular users. 

Parental Occupation 

The principal occupations for the fathers of these 
heroin/alcohol abusers were found to be remarkably 



rhfftquar« comparison r«\eated the ttirntficAnce oftht* dtfTerence *■ 
13 93.P - < 001) 

*A chfiquAfY compinwn t«t rtveaW the «jgT»fic*n« of thi» difTerence ix* - 
7 - < on 

*A chf«quAre companaon test revealed the itgnificaiwe of th» diflerenc« <x* - 
?7 77.p - < 001^ 
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Table ^2.— Opiate and alcohol use by father's 
occupation, NDACP sample 



Father's 
occupation 



ar usp 
of both 



Irregular use 
of both 



Total 
users 



Professional 
Manager 
Clerical 
Sales - 
Craftsman 
Operative 
Service 
Laborer 
Other 
• No data 

Total 



71 


Percent 


n 


Percent 


n 


Percent 


20' 


7.3 


33 


94 


53 


\ 8.5 


15 


55 


47 


13.4 


62 


9.9 


. 5 


1 8 


10 


28 


15 


2.4 


4 


1.5 


18 


' 5.1 


22 


3.5 


53 


19.4^ 


60 


17.0 


113 


18.1 


29 


10.6 


46 


13 1 


75 


12.0 


24 


8.8 


26 


7.4 


50 


8.0 


41 


15.1 


44 


12.5 


85 


13.6 


. 5 


1.8 


3 


"0.9 


8 


1.3 


77 


28.2 


65 


18.5 


142 


22 7 



m 100.0 352 100. 1* 625 lOO.O 



'Percrntauet do not acluallv lotal 100 dur to roundmR 



diverse. (See table 12). Given the respondents 
appraisal of the income level of the neighborhoods 
in which they resided, the distiibution was even 
more unexpected. Assuming a correlation would 
exist between neighborhood and father*s occupa- 
tion, the expectation ^hat father*s occupation would 
distinguish between levels of use was correct. Per- 
sons who did not abuse heroin/alcohol on a regular 
basis more often had fathers who were specifically 
' professionals/managers and/or generally white col- 
lar workers. ' 



CHARACTERISTICS OF ABUSERS . . 

used both substances. However, education and sex 
variables did not distinguish i)etween the two co- 
horts, although men were dispropoitionately rei)re- 
sented in both. 

Data from emotiofial stability measures emerged 
in an unexpected direction. Suicide attemi)ts were 
|)ropoitionately'frequent for all subjects, and prior 
treatments for emotional' problems were, sur|)ris- 
ingly, greater for those with irregular use of heroin 
and alcohol. One explanation for this finding is that 
individuals more heavily involved in substance abuse 
may be more prone to overlook or denigrate the 
rehabilitative opportunities available to them— i)0s- 
sibly because of g^gater identification with the 
drug-using subculture. 

Preadolescent living situations tended to discrim- 
inate between levels of .abuse in predicted direc- 
tions. Regular users "of heroin/alcohol 'more fre- 
quently came from l^roken homes, were reared in 
low-income neighborhoods in urban settings, and 
had fathers who worked in low-status occup^^tions. 
Neither the presence of siblings nor the mother's, 
occupational status discriminated between the user 
groups. It seems reasonable to assume that many of 
the living conditions mentioned here are experi- 
enced by blacks in the major urban setting,^; where 
the collaborative project was implemented. 



As a significant number of the combined regular 
users of heroin/alcohol reported they Avere reared 
by their mothers alone and/or that their mothers 
were employed.outside the home during this pread- 
olescent period, mother's occu|)ations were also 
.compared (table 1:3). While bfcing reared by one's 
mother alone was associated with regular use, 
' neithqr the incidence of her working outside the 
home nor her specific occupation further elaborated 
upon this relationshij). 



Comment 

p^or the most piul, the expectations concerning 
the demogi-aphic characteristics of this study group 
were borne out. Those who regularly abused heroin 
and alcohol were significantly okler and had pi opor- 
tionatelv more blacks than those who irregularly 



Tablr 13.— Op/a(p and alcohol use by mother's 
occupation, incidence of employment, 
and type of occupation (NDACP 
sample) 



Mother 



Regular use Irregular use Tola! 



employed 


of both 


of both 


users ' 


outside 












Percent 


home 


/) 


Percent 


n 


Percent 


ti 


Ye.s 


140 


51.3 


173 


49 1 


313 


50 1 


No 


112 


41 0 


154 


43.8 


266 


42 6 


No data 


21 


7 7 


25 


7 1 


46 


74 


Total 


273 


100.0 


052 


100.0 


625 


100 r 


Occupation 














type 














Profes- 










47 


15 0 


sional 


20 


r4 3 


27 


15.6 


Manager 


5 


36 


6 


3.5 


11 


3 5 
11 8 


Clerical 


11 


7.9 


'26 


15 0 


37 


Sales 






7 


4.0 


•7 


2 2 


Craftsman 


9 


6.4 


8 


46 


17 


5 4 


Operative 


23 


16 4 


25 


14 5 


48 


15 3 


Service 


22 


15.7 


37 


21 4 


59 


188 


Laborer 


17 


12 1 


10 


5 8 


27 


86 


Other 


33 


23 6 


27 


15.6 


60 


19 2 


Total 


140 


100 0 


173 


100.0 


313 


99 8* 



'a chi tqurre comparuon test revealed (he wgnincance of thew difference. Re 
Q ively the t*o te«U wrre x» - 6 44. p « 02 and « 12 18. p • 001 

EMC 



•Percentage* do not actually total 100 dur to rounding 
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DRUG AND ALCOHOL ABUSE 



qUENTS UNDERGOING 
TREATMENT: SOUTH FLORIDA 



In view of the fact that the NDACP analysis was 
based on intake data, in order to achieve some 
diversity, the author interviewed a contemporary 
post-intake treatment population of regular users 
of 9piates with respect to their levels of alcohol 
consumption. Subjects \yere obtained from two 
therapeutic communities and two reentry facilities 
in South Florida. The data which resulted provided 
incidental |;iformation on demographics, and par- 
ticularly psychological/physical dependence pattern^, 
preferred patterns of substance abuse, sequence of 
alcohol/opiate use, and arrest/incarceration data. 
These variables were used to reflect on the follow- 
ing hypotheses: 

1. Psychological mid Physical Dependence. Tak- 
' ing cognizance of clinical experience with al- 
coholics, the author hypothesized that addic- 
tion to alcohol would more likely be psycholog- 
ical than physical among alcohol/opiate abusers, 
and that race and sex might impact on these 
proportions. Further, it was predicted that 
drinking in most cases preceded the regulaf 
intake of heroin (as concluded in the NDACP 



Final Report, National Institute on Drug Abuse 
1980). 

2. Preferred Patterns of Stibstance Abuse, The 
author assumed that given the potential of 
opiates for producing euphoria, substance users 
would come to prefer these drugs to alcohol. 
The high incidence of concurrent alcohol/opiate 
use described in the literature also pointed to 
the likelihood of the continued use of alcohol 
following drug addiction either for enhancement, 
as a substitute, or for other purposes. 

3. Sequence of AlcolioVOpiate Use. Sequence- 
patterns were explored in order to further 
elaborate upon the hypothesis— already ad- 
vanced in (1) — that drinking usually precedes 
significant drug abuse. 

4. AmstJIncarceration Recoyyis. It was predicted 
thai the economic demands and unstable lifestyle 
inherent in regular alcohol/heroin abuse would 
result in a higher frequency of confrontations 
with the law. 

Methodology 

As almost all of the contemporary abusers admit- 
ted to regular (daily for at least a month) use of 
opiates—usually heroin— but not all similarly u^ed 
alcohol, the subpopulatioii.s wtm defined somewhat 



Table 14.— ftegu/ar heroin/alcohol users versus regular heroin users 6/ sex and race cohorts, 
South Florida In-treatment sample ' ^ 



Sex/race 
cohort* 


Regular users 
heroin/alcohol 


Regular heroin 
not alcohol 


Total regular 
heroin users 


n 


Percent 


n 


Percent 


n 


Percent 


Sex/race; 












K 


Whit€ males 


33 


35.9 


28 


30.4 


61 


33.2 


White females 


14 


• 15.2 


17 


18,5 


31 


16.8 


Black males 


34 


37.0 


30 


32 6 


64 


34.8 


Black females 


11 


12.0 


17 


18 5 


28 


15.2 


Total 


92 


100.1 » 


92 


100 0 


184 


100.0 


Sex: 














All males 


67 


72.8 


58 


63 0 


125 


67.9 


All females 


25 


27.2 


34 


37.0 


59 


32.1 


Total 


92 


100.0 


92- 


100.0 


184 


100.0 


Race: 














... AlLwhites 


47 


51.1 


45 


48,9 


92 


50.0 


, All blacks 


45 


48.9 


47 


51.1 


92 


. 50.0 


Total 


92 


100.0 


92 


100 0 


184 


100.0 



'PertffiUf e do not actually toul 100 b«CAUM of roundmg 
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Table 15. 
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differently from the NDACP sample. The total 
population of the treatment programs at the time of 
interview (August 1977) was distributed as follows: 

Regular users of both 
heroin and alcohol 92 (47.9 percent) 

Regular users of 
heroin but not alcohol.... 92 (47.9 percent) - 

All other drug/ 
frequency combinations . . 8 (4.2 percent) 
Total 192 (100.0 percent) 

-A sex/race «imparison of the. regular users of 

heroin who did and did not drink regularly (table 
14) did produce statistically significant differences: 
addicts who consumed both substances rather than 
heroin alone.tended to be male more frequently. 

The inquiry was then narrowed down to those 92 
persons who regularly abused both heroin and 
alcohol. This study population of combmed regular 
users is characterized in table 15. y .^p 

In the interest of further compans6ns, NDACf 
data as presented in tables 3 and 4 may be contrasted 
with the South Florida findings. In the former 
samples, there were a greater proportion of men-83 
percent males to 16 percent females-and blacks 
(66 percent blacks to 29 percent whites). 

Psychological and Physical Dependence 

This treatment sample of heroin addicts who 
were also regular users of alcohol provides analysts 
with some insight into the prevalence of self- , 
reported psychological and/or physical dependence 
on alcohol among heroin/alcohol abusers. (See table 
16.) In brief, physical dependence was defined as 
experiencihg' physical withdrawal distress when 
not drinking, and psychological dependence as being 
daily drinking with the person missing the alcohol 
and feeling a *need" for it when not drinking every 
day. The interviewers were instructed to avoid 
descripUons which included additional concepts that 
might" require definitions, such as compulsive dnnk- 
ing. 

• Of these heroin/alcohol abusers 34.8 percent 
reported they had at some time been psycho- 
logicalln dependent o» alcohol. By contrast, 

■ ■" "oiily 20. 5 percent of regular heroin/alcohol abus- 
ers' in NDACP reported such dependency. 



ERIC 



•a t tert comp«n»n revealed the .«gn»nc«nce of lhi» difference it 
02) 
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'Age cohorts for regular users of heroin 
and alcohol, South Florida in-treatment 
sample 



Scx/racc 
cohorta 


Percent 


X Age 


Range 


Sex/race: 
White males (33) 
Black iTuiles (34) 

. White females (14) 
Black females (11) 


00. 

37.0 
15.2 
12.0 


27.2 
25.2 
25.9 
28.0 


18- 43 

19- 35 

19— O 1 

20- 38 


Sex: 
All males (67) 
AU females (25) 


72.8 ' 
27.2 


26.2 
26.8 


18-43 ' 
' 19-38 


Race: 
All whites (47) 
All blacks (45) 


51.1 
48.9 


26.9 
25.9 


18- 43 

19- 38 


ToUl sample (92) 


lOO.O* 


26.4 


18-43 



»Tl,e total of ih. .ex/me cohort b not 100 percent becww of roundmR. AH ^ 
hort toUU do equal 100 percent 



Thirteen percent of all these heroin/alcohol- 
abusers reported they had at some time been 
physicallij addicted to alcohol The correspond- 
ing NDACP cohort reported a higher— 20.5 
percent— r^te of physical addiction. 
White heroin/alcohol abusers in the Florida 
sample more frequently reported psycholog- 
ical dependence on alcohol than did blacks 
(42.6 versus 26.7 percent). This difference 
was statistically significant.^ Self-reports of 



Table 16.— Psycho/og/ca/ and physical addiction 

to alcohol by heroin addicts, South | 
Florida in-ireatment sample 



Sex/race cohortfl 



Psychological Physical 
dependence on addiction to 
alcohoKpercent) alcohol (percent^ 



Sex/race: 

White males (33) 42.4 

Black males (34) 23.5 

White females (14) 42.9 

Black females (11) 36.4 

Sex: 

All males (67) 32.6 

All females (25) 40.0 
Race: 

All whites (4"/) 

All blacks 14&) 
Total sample (92) 



42.6 
26 7 
34.8 



18.2 
8.8 

27 3 

13.4 
12.0 

12.8 
13.3 
13.0 



•a / te«t for wropanson revealed the npiiHcance of thia differenee (* 

p < 01) 



• 231. 
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Table ^Percent of regular alcohol/opiate 

users preferring alcohol to get "high," 
South Florida in-treatment sample 



Sex/race cohorts 



Percent 



Sex/race: 
White males (33) 
Black males (34) 
White females (14) 
Black females (11) 

Sex: 
All males (67) 
All females (25) 

Race: 
All whites 

' Ain)Iaaks"I45r 

totaJ 'sample (92) 



15.2 
11.8 

7.1 
18.2 

13.4 
12,0 

12.8 
13.3 
13.0 



ERLC 



physical addiction to alcohol were essentially 
the same for both white and black heroin/ 
alcohol abusers (12.8 and 13 percent). 

• Female heroin/alcohol abusers in this sample 
more frequently reported psychological depend- 
ence on alcohol than did males (40 versus 32.8 
percent). This difference, however, was not 
statistically significant. 

• Physical addiction to alcohol was essentially the 
same for heroin/alcohol abusers of both sexes 
(12 percent females and'13.4 percent males). 

Among those heroin addicts who reported they 
had also been physically addicted to alcohol, the 
following profile was determined: 

• Prior to any use of heroin, 58.3 percent were 
regular drinkers. 

• Seventy-five percent were regular drinkers 
prior to the regular use of heroin. . 

• Twen ty-fi percent were physically addicted to 
alcohol before becoming addicted to heroin, 33.3 
percent became addicted to alcohol a/?er heroin, 
and 41.7 percent were addicted to alcohol both 
before and after becoming addicted to heroin. 

• Among these addicts, ,83.3 percent had been 
treated for their alcohol addiction, and 80 percent 

. of these treatments occurred prior to any treal- 
' rnent admission for heroin addiction. 

• The following viean ages for specific significant 
events in the lives of these "dual addicts" were 
computed: 

Alcohol onset 13.8 

Regular alcohol use 18.4 

Heroin onset 19.4 

Regular heroin use 20.3 

First drug treatment 23.6 

Current age 28.3 



Preferred Patterns of Combined Alcohol and Heroin 
Use 

Th*e inquiry aimed at identifyir\g preferred patterns 
of combined alcohol and heroin use generated the 
following results: 

• Once addicted to heroin, most heroin/alcbhol 

^ abusers come to prefer heroin to alcohol as a ^ 
drug to get "high". As shown in table 17, only 13 
percent of the study groups reported there had 
been any time after they had first used heroin 
that they still preferred to drink to get high. 
(Similarly, the majority of regular alcohol/heroin 
usei-sin-N^DAGP-^Brl^rcent— ^referredTier— - 
oin to alcohol; only 10.3 percent preferred alco- ^ 
hoi.) V 

• HeroiJ^'addicts, however, do continue to drink 
after becoming addicted. Some continue to drink 
heavily. In this study group of heroin/alcohol 
abusers, 67.4 percent reported that ^en when 
they were using Heroin most heav>ly they con- 
tinued to drink regularly (table 18). The differ- 
ence between' males and females was statisti- 
cally significant (Z = 2.29, p < .01). 

• The reader is referred to table 1, which 
summarizes previous findings and indicates^ 
the prevalence of heavy drinking after onset 
of drug^ addiction. This contemporary treat- 
ment population greatly exceeds the drinking 
levels reported by earlier investigators. The 
concinrent use of heroin and alcohol was 
found to be quite high in this' study population, 
as shown in table 19. 'For example, 78.3 
percent reported they had used heroin while 
they were already high on alcohol, and 72.8 

Table \Br-Percent of regular alcohollopiate users 
drinking heavily^ after onset of drug 
addiction, Sotith Florida in-treatment 
sample 



1 



Sex/race cohorts 




Percent 


•Sex/ race: ' 






White males (33) 




75.8 


Black males (34) 




67.6 


White females (14) 




64.3 


Black females (11) 




45.5 


Sex: 






All males (67) 




71.6'. 


All females (25) 




56.0 


Rkce: 






All whites (47) 




72.3 


All biacks (45) 




62.2 


Total sample (92) 




67.4 



CHARACTERISTICS OF ABUSERS - 
i 

TABLE ^9.-Percent of regular alcohol/opiate us.ers.reportir)g concurrer)t use of both substar)ces. 

.Sduth Florida in-treatment sample - 

Drank a lot while high on heroin ' 



Sex/rate cohorts 

Sex/race: 


y 81.8 

73.5 
85.7 
72.7 ^ 


75.8 


.White males (33) 


76.5 


Blftck nudes (34) 


78.6 


* White-females (14) 


45.5 


Black females (11) 




. Sex: 


77.6 
80.0 


76.1 


All males (67) 


64.0 


All females (25) . 




Race: 
AH wtites (47) 


83.0 
73.3 

78.3 


76.6 
63.9 


All blacks (45) 
Totel sample (92^ 


72.8 



percent reported they had sometimes drunk 
a lot while they were high on heroin. (Here 
the NDACP cohort of regular opiate/alcohol 
users present a contrast: Only 28 percent 
reported ever using alcohol to boost the 
effects of heroin.) 

The sex and race differences shown in table 19 
were not found to' be stati^ically significant. 
• The use of alcohol as a temporary substitute to 
eliminate pain and anxiety when heroin could 
not be obtained was reported by 65.2 percent of 
the South Florida study group (table 20). The 

* white ^^dicts reported this pattern of tempo- 
rary^ substitution significantly more than the 
black addicts. 

• The use of alcohol also has a role within another 
context of self-treatment. In this study group, 



Table 20 



\ —Percent of regular alcohol/opiate users 
reporting alcohol use as a temporary 
substitute for heroin, South Florida in- 
treatment sample 



Sex/race cohorts 



Percent 



Sex/race: 
White males (33) 
Black males (34) 
White females (14) 
, Black females (11) 

Sex: 
All males (67) 
All females (25) 

Race: 
All whites (47) 
All blacks (45) 

Totfal sample (92) 



75.8 
52.9 
78.6 
54.5 

64.2 
68.0 

76.6 
53.3 
65.2 
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>A cW^ua« ccmptnion reve*l«d the »ign>ncAnce of tht diflt rw« (x 



58.7 percent reported they drank a lot while 
trying to kick a habit without, entering a pro- 
gram (table 21). As with the preceding form of 
self-treatment, this pattern of substitution dur-^ 
ing detoxification was significantly more often 
found among white addicts. 



Table 21.— Percentage of regular alcohol/opiate 
users reporting alcohol use as a 
substitute during drug detoxification, 
South Florida in-treatment sample 



Sex/race cohorts 



Percent 



Sex/rfl^fe: 
White males (33) 
Black males (34) 
White females (14) 
Black females (11) 

Sex' 
All males (67) 
All females (25) 

Race: 
AH whi^5(47) 
'All blacks (45) 

Total sample (92) 



•69.7 
41.2 
78.6 
54.5 

55.2 
68.0 

72.3 
44.4 
58.7 



I 

Sequence of Alcohol and Heroin Use 

Not unexpectedly, the South Florida treatment 
sample of heroin addicts who had also been regular 
drinkers confirms the earUer conclusion that regu- 
lar drinking noimally precedes heroin use. As shown 
in table 22, in this study population, 77.2 percent 
were regular drinkers before any heroin use and 
♦84.8 percent were regular drinkers before regular 

>>Ad<i-Kl<ur*comp<ri«on t«t r»v««W th.^fi|nincint« of thl. diffwtnc^ ix" - 

747.P-<.01). 
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Table 22.— Percent of regular alcohol/opiate users reporting regular drinking before fieroin use, Soutf) 
Florida in-treatment sample. 



Regular alcohol u^e before ^ 
Sex/race, cohorts Regular alcohol use before any heroin use regular heroin use 



Sex/race: 








White males (33). 




78.8 


87.9 


Black males (34) 




76.5 


85.3 


White females (14) 




' 78.6 


85.7 


Black females (11) 




72.7 


72.7 


Sex: 








All liales (67) 




77.6 


86.6 


All fLiales (25) 




76.0 


80.0 


Race: V 








All whiteH4^ 




'78.7 


87.2 


All blacks (46h 




75.6 


87.2 


Total sample (92) 


/ 


77.2 


84.8 



heroin use. (Regula3»alcohol/heroin users in NDACP 
reported a lesser rate — 54.2 percent — of regular 
alcohol use before heroin.) 

A comparison of mean ages at which various 
significant events occurred .indicates a consistent 
sequencing^of these events in all sex/race cohorts. 
The following mean ages were computed for both 
the South Florida and the NDACP regular user 
populations: 





South 






Florida 


NDACP 


Onset of alcohol use . . 


14.3 


14.2 


Onset of regular 






alcohol use ........ 


18.0 


" 20.4 


Onset of heroin us'i . . 


19.6 


18.9 


Oneet of regular 






heroin use 


20.1 


20.4 



Prevalence of Arrest and Incarceration 

Not unexpectedly, a significant majority of these 
combined heroin/alcohol abusers were found to have 
been arreted (90.2 percent) and incarcerated (75 
percent)— see table 24. (Percentage for NDACP 
regular opiate/alcohol users are quite similar: 90.1 
and 78.4 percent.) When cohort comparisons were 
- made, blacks had been arrested and incarcerated 
significantly more often than whites, and males had 
a higher prevalence for both than females. 
• Among those who had been arrested, the major- 
y\ ity had experienced theif first arrest prior to 
using heroin on a regular basis (table 25). (Again, 
the corresponding NDACP sample was similar: 
70.3 percent of regular ushers had such arrests 
compared with SF's 65. 1 percent. ) As one would 
expect, this sequence was more associated with 
males than females and blacks more than whites. 



It appears that drinking occurred quite early for 
both groups and that regular drihking.also was 
early — particularly for the South Florida sam- 
ple. _ . 

It appears the lag between first heroin use and 
regular use is much shorter than the lag from 
alcohol onset to regular drinking, particularly 
for the South Florida population. Consider the 
mean ages for the SF group, by cohort (table 
23); it is also of interest to note that males begin 
to drink regularly significantly earlier than fe- 
males.*^ 



Comment 



This study population yielded valuable data on 
psychological and physical dependence among .mul- 
tiple substance users. As assumed, psychological 
dependence on alcohol was greater (35 percent) 
than physical dependence (13 percent) among regu- 
lar users. However, drinking remained significant 
for this cohort: 58 and 75 percent drank substan- 
tially prior to first and regular use of heroin^ 
respectively— ^d drinking during addiction remained 



: .06). 

ERIC 



"a rhi-ftquAre compAn*on tc«t between Um mzm cortirulhni tot Ism then t^t 18 
yfmut mort than 18 rtvMi*d th« tifnifictnc* of th« diflferenct 4x' - 6 00. p « 



^^A rhl*iq;iir« comparison revecied the tignificance of the mx difference* tx' • 
4 83. p -> < OSl while « x test comp«rMon revealed the itiTiincance of the mca 
differenctU - 1 77. p - 04) 
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CR .RA(?rER3STICS OF ABUSERS 

TABi£ '23.-^ag of first to regular use of substances for regular alcohollopiate users, in years. South Florida 
' in-treatn^ent sample * ^ ^ 



Alcohol 



Heroin 



Sex/race cohorts 



Onset 



Regular use 



Onset 



Regular use 



8«x/rftce: 
White males (33) 
BUck males (34) 
WhitoTem«les(U) 
Black females (II) 

Sex: 
All males (67) 
All females (25) . 

Race: 
All Whites (47) 
All blacks (45) 

IV^Ul sample (92) 



13,9 
13.6 
14.9 
16.2 

13.7 
15.8 

14.2 
14.4 
14.3 



17.2 
17.9 
19.0 
19.2 

17.3 
19.1 

17.7 
18.2 
18.0 



^0.8 
18.4 
20.4 

19.6 
19.7 

20.7 
18.5 
• 20.1 



20.9 
19.5 
20.9 
19.2 

20.1 
20.2 

20.8 
19.4 
22.8 



Table 24.- 



^Percent of regiJiar alcohollopiate users ever arrested and incarcerated. South Florida 
in-treatment sainple J ^ 

Percent ever incarcerated 



Sex/race cohorts 

'Sex/race: 

White males (33) 

Black males (34) 

*WhiU females (14) 

Black females (11) ^ 
Sex* 

Alt'males (67) 

All females (25) 
Race: 

All whites (47) 

All blacks (45) 
ToUl sample (92) 



Percent ever arrested 

87.9 
100.0 
64.3 
100.00 

94-0, 
80.0 

80.9 
100.0 
90.2 



75.8 
91.2 
28.6 
81.8 

83.6 
52.0 

61.8 
88.9 
75.0 



significantly high (67 percent). After the o^set of 
addiction, multiple substance users tend to use 
alcohol as an enhancer and substitute for heroin, 
rather than as a euphoria-producing substance. 
This use of alcohol as a substitute was more true of 
whites than blacks. 

DaU on age of first and regular substance use 
revealed expected sequence patterns. Further, the 
widespread introduction to and regular use of alco- 
hol by persons prior to age 18 points to the common , 
access to large quantities of alcoholic beverages by 
minors. Progression from alcohol onset to regular 
use appears to take ab()ut 4 years; however, the 
progression from onset to regular heroin use is 
about half that amount of time. These findings have 
significant implication for intervention; prevention 
- of alcoholism must be directed at very young popu- 
lations with the thought that these individuals may 
be considerably at risk to abuse other substances 
^ " e heroin). Early identification and remediation 

ERIC ' 



is probably more realistic for alcohol abusers than 
for heroin abusers. 

Table 25.— Percent of arrested^ regular alcoholl 
opiate users arrested previous to regu- 
^ lar heroin use. South Florida in-treatment 



sample 




Percent of arrestees with 


Arrestee cohorts 


arrest preceding regular 


by sex/race 


heroin use 


Sex/race: 


69.0 


White males (29) 


Black males (34) 


79.4 


White females (9) 


22.2 


Black females (ID 


45.5 


Sex: 


74.6 


AH males (63) 


AH females (20) 


35.0 


Race: 


' ^ 57.9 


All whites (38) 


All blacks (45) 


• ' • 71.7 


All arrestees (83) 


/• 65.1 
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While arrest rates were expectedly high for the 
regular users, the msgority^ of arrests .occurred • 
before the regular use of heroin. This finding raises 
theoretical questions about the impact of drug use 
on crinie. It also suggests that early intervention 
would be applicable to law enforcement agencies as 
well as personnel concerned with treatment. 



ACTIVE 1HER0IN ABUSERS WHO 
DRINK REGULARLY: SOUTH 
FLORIDA / 



As mentioned previously, descriptions of active 
multipl3 substance users were, chosen' to be the 
third major component of this chapter because of 
distinct advantages not available in the previous 
two-samples. It has often been felt by social scien- 
tists thatj,*captured" addict populations— i.e., those 
in treatrtrent — differ in significant ways from drug 
abusers at large. Active addicts can be expected, 
for example, to. have different attitudes towards 
rehabilitation and lesser-degrees -of- social/physical 
dysfunction than their "captured" cohorts. \ 

With these advantages in nund, the author obtained 
substantial information on an "ctive drug abuse 
population (described under Methodology) in re- 
gard to demographics, multiple drug uSe patterns, 
drug of preference; criminal behavior, adverse drug 
reactions, and attitudes toward treatment. The 
hypotheses were as follows: 

1. Demographics. It "as expected that active 
users have sex, race, and age characteristics 
resembling users in treatment in the same 
geographic area. 

Multiple drug use patterns. It was expected 
Mhat^ultiple substance yse .would npt be 
limited to abuse of opiates and alcohol, but 
include substantial numbers of other agents as 
well. 

3. Drug of preference: Although opiates and al- 
cohol were by definition preferred by the 
subjects, it was presumed that a significant 
minority of the group might prefer other 
stfostances. 

4. Criminal behavior. As the subjects 
interviewed were heavily involved in drug 
subculture, the author had access to consider- 
able data relating to ongoing criminality. This 




information base was searched to find evi- 
\ dence of (a) the prevalence of criminality; (b) 
illegal activity as a primary means of support; 
(c) drug selling as a major component of illegal 
activity; and (d) the prevalenceof arrests. 

5. Arrest history. Given the study population, a 
high incidence of previous arrests was assumed; 
it also seemed probable that such arrests 
would be significantly related to drug law 
violations. 

6. Adverse drug reactions. High frequency con- 
sumption of either alcohol or heroin is nor^ 
mally associated with adverse physiological 
reactions. When both substances are/ used 
regularly, a significant^ number of adverse 
reactions would be expected. This expectation 
would be particularly apt for active heroin 
users, who are subjected to the impurity and 
inconsistent availability of street drugs. 

7. Attitude toward treatment. Active substance 
abusers appeared likely to differ substantially 
frort their in-treatment cohorts by virtue of 
negative or indifferent attitudes toward treat- 
ment/ 



Methodology 

During the period 1974-76, the author directed a 
series of studies which identified active drug abus- 
ers in five South Florida cities. These subjects were 
interviewed to obtain general information un lifestyle 
with special reference to ongoing drug taking hab- 
its and criminality. Of 1,421 active drug abusers 
interviewed, '317 (22 percent) were currently regu- 
lar users of heroin and regular consumers of alco- 
hol. Regular heroin wse was defined as having used 
heroin at least daily for 1 week during Ihe month 
previous to ttie interview. Regular drinking was 
defined as drinking almost daily, but at least daily 
for one week, during the month previous to the 
interview.^** " 

Penetration into the drug-using subculture where 
persons were identified and interviewed was ac- 
complished in the following hianner: 

1. An. active abuser or former abuser previously 
known to the interviewer was approached to 
"broker" the penetration by introducing the 
interviewer to a cuiTently active* drug abuser. 



^^ThMt dtHnltions of refutar um do differ frorathoM uMd in th« NDACP and 
th* conUmpotanr tr»atm«nt populatlont This occurred mm the result of indepto* 
dent dteifn and inquiry, and the daU could not be regrouped for identical analyaea. 
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TABLE 26.-Distributton for acf/Ve versus i n-treament alcohollopiate users 

Alcohol/opiate users, in percent 
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Current age 



Active 



In treatment 
(n==92» 



IS- 
IS 
22 
26 



•18 
•21 
■25 
-30 



31-40 

Over 40 

15-25 
Mean (yearsf 
Median (years) 



10.1 
24.0 
32.8 
17.4 
10.7 
5.0 
66.9 
24.6 
23 



1.1 
14.1 
33.7 
35.9 
14.1 

1.1 
48.9 
26.4 
25 



2. l/pon completion of the interview, the re- 
spondent was asked to introduce the inter- 
" viewer to mther respondent; this process 

was continued for the entire sample, 
g The interviews were conducted by former 
! users who had unSergone extensive training 
in interviewing techniques. Although no in- 
terview form was completed during the actual 
interview, a guide had been menfiorized by the 
interviewer who filled in a standard data 
recording form as soon as physically possible 
once the iir(e>view was completed. 
These procedures, techniques, and instruments 
had been employed by the author and his inter- 
viewers in some 80 cities throughout the country 
during the same general time period (1973-76). 

WhiFe' one must acknowledge that the repre- 
sentativeness of these current active but "hid- 
den" drug abusers cannot be specified (no attempt 
was made to systematically identify and interview 
every drug abuser in the five communities), one can 
conclude that the sample is a valid base offering 
significant numbers with which to examine the 
given hypotheses. 

Demographics 

The cunently active heroin/alcohol abusers in 
South Florida are in most respects demographic 
twins to contemporary heroiVi/alcohol abusers being 
seen in drug treatment programs. in th? same 
geographic area (see the previous section). 

• The sex distribution was essentially the s^e in 

• both groups, although the active substance abus- 
ers had slightly more males than did those in 

^ treatment (77.6 percent versus 72.8 percent). 



• Afthough there was a greater proportion 
blacks in the treatment versus the active popu- 
lations (48.9 percent versjiS 39.4 percent), the 
differences were not statistically significant. 

• Not unexpectedly, those currently active were 
significantly younger than the heroin/alcohol 
abusers who had sought treatment (see table 
26). 




Multiple Substance Use Patterns 

An overwhelming majority of respondents in 
both groups were introduced to narcotics with 
heroin (97 8 percent in the treatment sample and 
99 1 percent among those still active). Beyond use 
of this substance, one must expect along with most 
analysts the multiple substance pattern of abuie, 
among contemporary heroin abusers. A significant 
majority (both the active and in-treatment groups) 
began their drug use with alcohol (81.5 percent in 
the treatment sample and 79.2 percent among those 
still active). Moreover, data obtained from the 
active heroin/alcohol abusers reconfirm the use of 
many drugs by persons who regulariy abuse heroin 
When the respondents were asked to indicate which 
drugs other than heroin and i Icohol they had used 
during the preceding 60 days, everyone reported 
some additional dnig use. 

• Two hundred fiRy-three (79.8 percent) had 
smoked marijuana and 100 (31.5 percent) 
had used other cannabis products. 

• One hundred sixty-seven (52.7 percent) had 
used cocaine. 



«A <lii-«iui« comp.n«>n U.t revrtW «hf .ignincnc of thl. ilffcrenc. (i» - 
700;p - <.01l 



ERIC 



145 



146 ' 



DRUG AND ALCOHOlTABUSE 



' One hundred thirty-seven (43.2 percent) had 
used aprescription narcotic^ and 74 (23.3 percent) 
had used illegal methadone. • , 

' One hundred twenty-five (39.4 percent) had 
used one or more of the barbiturates, 70 (22.1 
percent) had used one of the methaqualone 
products, and €2 (19.6 percent) had ueed some 
other sedative. 

Eighty-five (26.8 percent) had used one or more 
of the amphetamines, and 10 (3.2 percent) had 
used a nonamphetamine stimulant— usually 
phenmetrazine (Preludin). 
Sixty-nine (21.8 percent) had usea one or more 
~of-the-psychedelicsr " ' 
Four (1.3 percent) had used an inTialant 



Drug, of Preference 

Although all of the 317 active heroin/alcohol 
abusers were almost daily users of both heroin and 
alcohol and although most of them vere using a 
variety of other drugs, there was considerable 
variance' noted in the reporting of the drug one 
would cuirently use if giviifi^fchcice. For ejcample, 
as shou^i in table 27, one in three preferred to 
abuse sid)stances other than heroin and alcohol — and 
presumably did as availability and other constraints 
allowed. 



Table 27.-— Current drug of choice among active 
alcohol/opiate abusers 



x^ctivitiee 


n ' 


Percent 


Heroin y 


203 


64.0 


Other narcotics 


13 


4,1 


Cannabis products 


48 


15.1 


Other haUucinogens 


9 


2.8 


Cocaine 


22 


6,9 


Sedatives 


13 


4.1 


Stimulants' 


3 


0,9 


Inhalants 


1 


0,3 


Alcohol ^ 






Total 


317 


m 0* 



TercenUgeii do not actually total IpO because of rounding 



ship to means of support. For these purposes, two 
analyses were made. The first involves the distri- 
bution of recent criminal activities among the active 
heroin/alcohol >iddicts who had recently committed 
a crime; the second relates to the distribution of 
recent principal illegal activities among heroin/alcohol 
abusers who reported crime as the primary means 
of economic support . 



Extent of Criminality 

One obvious advantage to accessing active heroin 
addicts in order to assess behaviors is that recall is 
not a problem. Questions can be framed in the 
present and behaviors can be related contempor- 
aneously. Such was the case with these active 
heroin/alcohol abusers v/hen they were asked to 
report all of their recent crimes excluding only 
those directly related to personal drug use — e.g., 
possession, etc. As expected, the majority (^3.8 
percpnt, » = 234) reported the commission of crimes 
during the 60-day period preceding the interview. 
Among the.se individuals, criminal activities were 
distributed as follows: 

Percent _ 

Sold drugs 73.9 

Were involved iff^commercial vices (e.g., 
prostitution, procuring, gambling, etc.) . .17.5 

Committed burglaries 16.7 

Shoplifted 13.2 

Committed, armed robberies 5.6 

Forged checks . . \ 3.4 

Stole automobiles I.3 

; Committed other property thefts 6.0 

Committed other crimes against 

persons 6.0 

Committed other crimes (e.g., 

con games) 4.7 

The.se data are quite conclusive: The most preva- 
lent illegal means. of obtaining money or goods for 
drugs or for other general support purposes by 
these individuals was the selling of drugs. ^ 



Criminal Behavior 

As mentioned at the beginning of this section, the 
author was interested in assessing the study group's 
involvement with criminality-%)articularly in re- 
^ gard to types of illegal activity and their relation- 
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Criminality as a Primary Means of Support 

Not unexpectedly, when primary means of finan- 
cial support were determined for the 60-day period 
prior to interview, criminality was quite prevalent; 

I'i^ ■ - 



CHARACTERISTICS OF ABUSERS 



147 



in this regard, 64.4 percent (n = 204) reported them- 
selves as primarily addict-criminals. Further, of 
those with legal means of 8upport,(35.6 percent), 
only 22.1 percent were employed; the rest were 
maintained by family, friends, welfare, or other 
sources. 

-Ah analysis was conducted to determine what, 
form of illegal activity each of the 204 addict- 
criminals concentrated upon as their primary means 
-of support (table 28). While there is an extensive 
literature stating and implying that property cHmes 
and commercial vices are the most common means 
of supporting one's "habit" or "lifestyle", the pri- 
niary illegal activity among these addict-criminals 
. was selling drugs. Almost 53 percent of these 
individuals reported such activity, while 34,1 percent 
„of all^lhe combined heroin/alcohol abusers reported 
drug selling as their primary means of support. It 
should also be noted that offenses against property ' 
or person constituted less than 30 percent of crimes 
committed for primary means of supportv 

Table 28,--Distribution of principal illegal activities 
among alcohol/opiate abusers whose 
. primary means of support was illegal 



Activitier 



Drug sellinK 
Commercial vices 

BurKlao*. 
ShopliftinR i 
Auto theft 
Forger>' 

Other property crimes 

Armed robbery 

Other crimes against |)er«)n8 

Other 



Total 



H 


Percent 


108 


52.9 


36 


17.6 


22 


10.8 


11 


5.4 


3 


1.4 


3 


1.4 


9 


4.4 




1.0 


8 


3.9 


2 


1.0 


204 


100.0* 



'Pertent»|f« <io wA »rtu»Uv total 100 b«*«u« of mundmit 



The professional literature is inconclusive and 
even' somewhat contradictory regarding crime 
specialization among addict-criminals. Data obtained 
from the study sample indicate there is considera- 
ble variation in at least one measure of special- 
ization—viz, the degree to which a specific criminal 
activity is depended upon as the primary means of 
support. For those ^>n^iduals identified with a 
specific criminal activity, the following were in- 
volved for reasons of main economic support: 

• Three of the automobile thieves; 
O Thirty-six (87.8 percent) of the 41 addict- 
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_ mminals who were prostitutes, procurers, 
or gamblers;- - - 

• One hundred eight (62:8 percent), of the 172 
drug sellers; 

• Twenty-two (56.4 percent) of the 39 burglars; 

• Three oi eight (37.5 percent) of all the forgers 
and 11 of 31 (35.5 percent) shoplifters; and 

• Two of thirteen (15.4 percent) of the armed rob- 
bers. 

At least within this population of active heroin/ 
alcohol abusers, 73.8 percent of the study popula- 
tion were criminals (i.e., reported recent criminal 
activity). Drug selling was the most prevalent 
criminal activity among all of the addict-criminals, 
and drug selling was the most prevalent criminal 
activity among these addict-criminals who engaged 
in criminal activities as their primary means. 



Arrest History 

An analysis of the arrest activity among these 
active heroin/alcohol abusers for the 60-day period 
prior to interview indicates substantial risk for the 
/heroin/alcohol group at large as well as individuals 
identified with ^ecific criminal activities: 

• Almost one in five of the active heroin/alcohol 
abusers had been arrested at some time during 
this period (59 of 317). . 

• Almost one in four of those who had been - 
arrested had been arrested more than once (14 
of 59). 

• Arrests for violations of specific drug laws were 
the most prevalent (40.7 percent of ever>'one 
who was arrested). . 

• Of everyone at risk for arrest for drug law- 
violations, 7.6 percent were arrested (24 of 317). 

• Of those engaged in committing property 
crimes— e.g., bursary, shoplifting, etc.— 15,8 
percent were arrested (15 of 95), and 6.3 
percent were arrested more than once. 

• Of those engaged in the commission of crimes 
against persons— e.g. , armed robberies, mtig- 

° gings— 22,2 percent (8 of 27) were arrested, and 
3.7 percent >vere arrested more than once. 

• Ofthose engaged in the commercial vices— e.g., 
prostitutes, procurers, gamblei-s— 34.1 percent 
were arrested (14 of 41). 

These data would indicate the arrest liability 
among active heroin/alcohol abusers is quite high. 
One might expect 20 percent of this population to 
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be arrested in any given 60-clay period. As hypoth- 
esized, arrest liability was the greatest for crimes 
where drug laws were violated. 

Adverse Drug Reactions 

As mentioned earlier, a significant number of 
adverse reactions were expected; such was the 
case. Of the 317 heroin/alcohol abusers, 279 (88 
percent) had at some time experienced an adverse 
reaction^associated with neroin use, and 12 percent 
had had such an exjjerience i*^ the 60 days prior to 
interview. Of the recopt reactions, about half were 
due to overdose and half to infections, allergies, 
panic, etc. . 

These data suggest that during any given 60-day 
period, some 6 percent of similar active heroin/alcohol 
abusers could experience an overdose to the heroin, 
and an additional o percent will experience some 
oiher adverse physical or psychological reaction. 
The data also suggest that given sufficient time, 
almost every heroia'alcohol abuser will suffer some 
adverse physical or psychological effect because of 
their pattern of abuse. 

Attitude Toward Treatment 

Although preceding sections suggest that active 
alcohol/opiate abusers face significant risks for ar- 
rests and adverse reactions that might make a 
formal treatment appear attractive, such was not 
the case. The findings below, on the total sample of 
active alcohol/opiate abusers, substantiate the orig- 
"SoaJ^hypothesis of a negative attitude towanl treat- 
ment: 

• One hundred thirty-four (42.3 percent) did not 
believe they needled any kind of treatment. 

• Seventy-eight (24.6 percent) felt they might 
need treatment, biit the programs available to 
them were inappropriate, ineffective, or other- 
wise undesirable. 

• Sixty-one (19.2 percent) indicated they would 
take a treatment slot if it were offered to them, 
although they had made no attempt to seek 
admission into any program. 

• Forty-four (13.9 percent) had requested treat- 
ment during the preceding 60 days, and 33 of 
them had been placed on a waiting list; the 
remaining 11 reported that their applications 
had been denied. 

O 
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It should be noted that the cities where these 
active heroin/alcohol abusers lived offered a wide 
^'ariety of multi-modality services which were read- 
ily available to the vast majority of these respon- 
dents. Nonetheless, only one in seven of these 
active heroin/alcohol abusers had even inquired 
about treatment during the preceding 60 days. 

Comment 

This study was not only valuable for comparisons 
with its corresponding cohort in treatment, but also 
provided unique data in its own right. The active 
substance abusei*s were demographically similar to 
in-treatment abusers except for being slightly youn- 
ger (one could therefore infer that substances abus- 
ers tend to seek treatment only after efforts at 
self-rehabilitation had failed). 

In regard to patterns of multiple drug use, the 
intake of a variety of substances other than heroin 
and alcohol was the rule rather than the exception. 
Almost 80 percent smoked marijuana, half used 
opiates other than heroin, and over a thin! used 
barbiturates. As almost one in three preferred to 
use a substance other than heroin, one can assume 
that this prevasiVe pattern of drug taking may be 
related to availability factors. 

The hypothesis concerning widespread criminal- 
ity was verified. A majority of the active regular 
abusers of heroin and alcohol supported themselves 
primarily by crime; however the. most prevalent 
crimes were victimless — i.e., the selling of drugs, 
prostitution, etc. Over a third of all regular abus- 
ers reported drug selling as a primary means of 
support, and over half of those living through illegal 
means M'ere primarily drug sellers. 

The high cost of substance abuse was substanti- 
ated through evidence of high arrest hability (some 
20 percent of the sample are arrested in a given 
60-day period), and high adverse reaction liability 
(12 percent suffer such a reaction during the same 
time frame). 

Finally, active substance abusers do have sig- 
nificantly negative attitudes toward treatment ef- 
forts: at least two-thirds of the sample either felt 
that treatment was unnecessary or that current 
treatment sources were inappfopriate, ineffective, 
or otherwise undesirable. It seems likely, then, 
that multiple substance users as represented by 
this sample are difficult to treat and motivate in 
their present setting. One can only hope that, 
j>ending remediation of the conditions that brought 
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the abuse patterns into being, the experience of 
multiple substance abusers who successfully com- 
plete treatment and return to their original envi- 
ronments impact on their active cohorts. 



CONCLUSIONS AND 
IMPLICATIONS 



In this chapter the issue of concurrent abuse of 
alcohol and opiates, especially heroin, has been 
addressed, A goal to describe those persons who 
regularly abuse both alcohol and opiates has been 
accomplished. Where possible, significant differ- 
ences between those who do abuse both subsUnces 
and those who do not were established. In order to 
accomplish these tasks, information was o\^\r\ei\ 
and analyzed from three separate study popula- 
tions: 

• Abusers in treatment as part of the National 
Drug/Alcohol Collaborative Project which 
consisted bf a diyerse sample; 

• Abusers who were currently undergomg treat- 
ment for heroin abuse but who also had •*drink- 
ing histories" (four South Florida programs); 
and * 

• Active heroin abusers who were not in treat- 
ment (South Florida). 

Each study population was included to mitigate 
possible biases in "representativeness" and to con- 
tribute unique information which was not available 
in the other two study populations. 

These descriptive i^nd comparative analyse^ 
resulted in the isolation of several dharacteristics of 
the combined alcohol and opiate abusei-s. Signifi- 
cant among these were: 

• This specific pattern of combined substance 
abuse is probably much more prevalent than it 
was in the past. 

• Not unexpectedly,. those who were found to be 
regularly abusing these two substances were 
older, as a group, than those who did not. 

• Black involvement in this pattern of combined 
substance abuse is much more prevalent than 
among nonblacks. 

• Sex is probably not a very potent predictor of 
involvement in this specific pattern of substance 
abuse. As expected, more males were found to 
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be combined alcohol/opiate abusers, but the sex 
ratio between those who abuse both and those 
who do not probably remains fairly constant. 

• Accepting the known bias of studying groups 
who are seeking treatment in urban settings, 
the data indicate that risk for such combined 
abuse is higher among persons who were reared 

/ by their mothers alone and/or among persons 
from the lower socioeconomic groups in our 
large urban centei-s. 

• The sample of contemporary combined 
substance abusers appeared to more fre- 
quently acknowledge a psychological de- 
pendence on alcohol but to less frequently 
acknowledge a physical dep'fendence on it. 

• Among contemporary heroin addicts who aljo 
acknowledge a physical addiction to alcohol, 
the alcohol addiction most frequently spans a 
time period before and after the onset of heroin 
addiction. Ontre a person becomes addicted to 
heroin s/he will normally prefer heroin to alcohol 
but will continue his/her alcohol abuse pattern. 
In fact, most will use the two drugs concurrently, 
i.e., using the other while still high on one. 

• The use of alcohol as a temporary substitute to 
eliminate pain and anxiety \Vhen heroin is not 
available is common among all addicts but is 
probably more prevalent among white heroin 
abusers than among nonwhites. The skme pat- 
tern is also prevalent among those trying to 
"kick'* heroin habits both in programs and on the 
street. 

• The **costs" associated with combined alcohol 
and heroin abuse are high. For example, almost 
everyone Will be arrested and three-fourths will 
be incarcerated. There are indications, how- 
ever, the majority of arrests occur /.*nor to the . 
regular use of heroin. Additionally, during any 
given 60-day period, some 12 percent will proba- 
bly experience some adverse physical or psycho- 
logical reaction to this abuse. Given sufficient 
time, almost none will escape the onset of these 
reactions. 

• Although most of the crimes committed by 
these combined abusers are "victimless," the 
fact remains that the criminal justice system 
has the fii*st contatt with abusers. This impfies, 
at least to this writer, that appropriately de- 
signed and managed programs which would 

' divert abusers into treatment programs early in 
their careers would be the most effectivainter- 
vention technique. 

• Of particular concern to program planners and 
managers,, more than 40 percent of these com- 
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bmed abusers who are still actively abusing increasing problem, especially in our larger urban 

(|rugs do not believe they need any kind of centers and among our poorer citizens. They can be 

treatment and an additional 25 percent feel they expected to continue to place an ever-increasing 

need treatment but assert the airrent treat- burden on all of our social institutions, but espe- 

ment services available to them are inappro- cially on our criminal justice system. At least from 

^priate, iveffective, or otherwise undesirable, the perspective of the abusers, we have little to 

I ^ offer them in the way of treatment assistance in 

In conclusion, we seem to be' faced with an ceasing their drug-abusing lifestyles. . 
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